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LHERMITTE’ has succinctly defined hallucinations 
as “perceptions without objects.” They are extra- 
ordinarily common experiences. The general 
physician sees them inpatients with fevers and 
the deliria of alcohol and other toxic states; the 
neurologist encounters them in patients with 
migraine, epilepsy, brain tumours and other 
types of cerebral damage accompanied by 
psychotic reactions; to the psychiatrist they are 
a commonplace in schizophrenia, and only less 
frequent in cases of manic-depressive and involu- 
tional types of affective disorder; the psycholo- 
gist meets them in eidetic imagery and hypnosis; 
the student of religion reads of them in his 
hagiology as states of ecstasy; and, finally, 
“pseudo-hallucinations” are often the experience 
of perfectly healthy people when they sleep and 
dream or hang suspended in some delightful 
post-prandial reverie or brown study, Indeed, 
hallucinations account for much of the psychol- 
ogy of thought and phantasy, for the whole of 
mental imagery is dependent upon hallucinosis 
of one sense or another. 


The literature of psychiatry is replete with 
descriptions of hallucinations and with theories 
concerning their nature and- production; it is 
singularly lacking in factual understanding of the 
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physiological circumstances in which they occur. 
In an excellent summary of the history of opinion 
regarding hallucinations up to 1949, J. H. van 
den Berg of Utrecht’® noted that, up to the end 
of the 19th century, great emphasis was given 
to organic factors underlying the production of 
hallucinations: the outstanding work of Wilder 
Penfield in this century reminds us that this 
viewpoint is by no means outdated. Van den 
Berg goes on to say, however, that the last few 
decades have been dominated by psychological 
theories often so laden with philosophical con- 
cepts that they are bereft of comprehension and 
add little to our knowledge. 


Neurologically, a little is known about the cere- 
bral localization of hallucinatory phenomena; the 
knowledge consists largely in the following facts. 
Electrical stimulation of Brodmann’s area 19 and 
of Wernicke’s area or its adjacent cortex in 
patients under local anesthesia tends to be asso- 
ciated with the production of visual or auditory 
hallucinations respectively; a tumour of the pos- 
terior portion of the temporal lobe may so press 
upon the cortex as to produce both visual and 
auditory hallucinations simultaneously; lastly, 
space-occupying lesions stimulating the uncinate 
gyrus may produce unpleasant olfactory hal- 
lucinations. 

Physiologically, the facts are even more scanty. 
In 1927, Adler and Larson’ reported that no rise 
occurred in the pulse rate or arterial pressure 
when hallucinations were experienced; in 1945, 
irregular hyperventilation was noted by Stead 
and his co-workers'* to accompany disturbing 
hallucinations, and in 1951, Altschule,? using the 
Kety technique, reported that a decrease in cere- 
bral blood flow tended to favour the appearance 
of hallucinations. The present study attempts to 
take the matter a little further. We were for- 
tunate to have in hospital a patient with auditory 
hallucinations who was sufficiently co-operative 
to permit of a kinetic, longitudinal, psycho- 
physiological investigation. 
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Case HIsToRy 


Miss K., a lady of 66 years, has been a voluntary 
patient in a psychiatric hospital for the past 4 months. 
Present symptoms date only from 12. months ago and, 
apart from an episode of bronchial asthma 30 years ago 
and some vague abdominal symptoms attributed to gall- 
bladder dysfunction 15 years ago, she had a clean bill of 
health until her present syndrome se a 

The presenting symptoms were auditory hallucinations 
and delusions of persecution beginning insidiously 
around Christmas, 1953, which forced her to change her 
residence frequently and to move from the U.S.A. to 
relatives in Canada. Her attempts at escape finally cul- 
minated in her seeking voluntary hospitalization in an 
effort to avoid her persecutors. 


Her background was that of an unsuccessful farming 


family headed by a weak father and an over-dominant 
religious mother. The patient is the seventh of nine 
siblings. Both parents died of cardiovascular causes but 
not until they had reached the mid-seventies and only 
after short illnesses. School was completed at 14 and 
Miss K. remained at home until she was married at 35. 
When she was 19 she was seduced and delivered of a 
child which was brought up elsewhere. Her subsequent 
marriage was a failure and lasted less than a year. The 
cruelty, jealousy and sexual demands of her husband 
forced her to seek an American divorce and she reverted 
to her maiden name. For the next 20 years she was 
friendly with a bachelor in the States, maintained herself 
at various jobs and consistently refused his offers of 
marriage. Her personality is described as over-dependent, 
with great affectional needs, desire for the respect of 
others, a deep religious philosophy and a strict moral 
sense. 

Her illness began when she received notice that the 
apartment house in which she lived was being sold. She 
began to hear voices accusing her of a number of vicious 
practices, of being a prostitute, etc. Later the voices 
seemed to have knowledge of her inmost thoughts 
and began to direct her activities. She felt that people 
were taking pictures of her through the bathroom walls 
and talking about her adversely and that a gang was 
pursuing her with intent to kill her. Insight waxed and 
waned; sometimes she found she could neglect the 
voices; at other times she was convinced of their reality 
and could locate their situation exactly in an upstairs 
room. Not all that was said by the voices was evil; 
occasionally she was condoned or even complimented 
by them. The pressures of the illness increas rogres- 
sively, as did her emotional response, and on admission 
to hospital she was depressed as well as deluded. Within 
her limits, however, she remained a co-operative patient, 
bewildered and upset by her persecutors but anxious 
and willing to do ae utmost to get better. 

ysical examination on admission was negative save 
for a mild generalized arteriosclerosis and a labile hyper- 
tension varying between 156/94 and 160/115, the 
retinal arterioles revealing some narrowing and early 
macular degeneration. The electrocardiogram was normal 
save for a low R in Vs. Lumbar puncture showed a pres- 
sure of 80 mm. water, with C.S.F. and blood serological 
tests negative. C.S.F. protein level was 40 mgm. %, 
and the blood non-protein nitrogen 31 mgm. %. 
The Rosenthal test showed a urine specific gravity 
rise from 1.001 to 1.010. The blood picture was normal. 
Psychological testing gave a Wechsler-Bellevue I.0. of 
80 with a memory scale quotient of 70; the Rorschach 
test revealed a confusion in associations of past and 
present and confirmed her overdependency longings. 
Organic deficit was suggested strongly by the patient’s 
responses to the draw-a-person and mosaic tests. 


Her course in hospital has scarcely altered her 
symptoms. When her routine investigations were 
completed she was given a course of E.C.T. in 
an effort to deal with her affective distress. As a 
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result she became euphoric but transiently more 
confused than ever. A short course of Largactil 
(chlorpromazine) was also given but this led to 
drowsiness and an increase in the frequency and 
vividness of her accusing voices. It was with- 
drawn after she developed a pyrexia, 

A formal psychiatric diagnosis of psychosis 
with cerebral arteriosclerosis, paranoid type, was 
made, and our studies were begun in the absence 
of further specific interference by drugs or other 


-» procedures. The patient is very co-operative, and 


very willing to indicate when the voices come on 
and when they disappear. 


EXPERIMENTAL METHODS 


Since hallucinations tend to come and go 
rather quickly, many of the standard physiologi- 
cal techniques available for monitoring change 
proved unsuitable for use and had to be replaced 
by methods permitting of rapid analysis, often 
within a matter of seconds. Although sometimes 
unorthodox, each procedure employed was care- 
fully standardized against more usual equipment 
and before the investigation each operator was 
carefully trained in its use. 

Arterial pressure was measured by an aneroid 
sphygmomanometer, readings being taken by 
auscultation from the antecubital fossa as fre- 
quently as possible. Venous pressure was esti- 
mated from the veins of the dorsum of the hand 
by means of a Hooker capsule attached to a 
simple mercury manometer and capable of 
having the pressure within it increased at will. 
The same apparatus with the capsule applied 
between veins to the back of the hand was em- 
ployed to measure capillary blood pressure 
(actually “skin colour disappearance pressure” ) 
after the manner of Briscoe.* Arteriolar tone was 
estimated indirectly by means of a Baird-Hardy 
dermal radiometer whose thermopile was held 
over the skin of the nail-fold area of the fingers. 
Capillary blood-oxygen saturation was measured 
by the spectroscopic oximeter,®"** thus ob- 
viating arterial puncture and making innum- 
erable readings possible without trauma to the 
patient. Alveolar gas tensions were measured by 
similar rapid sampling methods; for alveolar 
carbon dioxide, the patient provided a series of 
samples which were passed directly into a 
Bacharach modification of the Haldane apparatus 
and analysed on the spot; for alveolar oxygen, 
similar samples were passed into a Beckman 
paramagnetic oxygen analyser and an instan- 
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Fig. 1.—Longitudinal study over a 2-month period show- 
ing day-by-day oximetric lability temporarily stabilized 
by a course of E.C.T. 


taneous answer was obtained biophysically. The 
breathing pattern was monitored continuously 
and automatically by means of a respiratory 
anemometer. This consisted of a platinum wire 
grid partially enclosed in a discrete box lying 
on the bench in front of the patient. The grid 
formed the fourth resistance of a balanced bridge 
circuit which was energized by a small heating 
current and across which was placed an Ester- 
line-Angus recording milliammeter. The patient's 
exhalations cooled the grid, unbalanced the 
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hypertensive range, and that her state of aware- 
ness was subject to great and rapid fluctuation. 
The first part consisted in a day-by-day, longitud- 
inal check of two months’ duration of the 
patient’s capillary blood-oxygen saturation. This 
period of observation included the patient's re- 
sponse to E.C.T. Fig. 1 shows both the con- 
siderable diurnal oximetric lability and the 
temporary stabilizing effect of the shock 
treatment. 

The second part of the investigation consisted 
in a series of physiologically monitored inter- 
views at each of which a different type of 
measurement was employed and during each of 
which the patient indicated (by means of a push- 
button actuating a signal marker on an operation 
recorder) the exact moments at which the 
auditory hallucinations commenced and ceased. 
Her verbal comments were also taken down by 
the examiner, particularly in relationship to the 
apparent distance away, the intensity and vivid- 
ness, the sex, and the number of the “voices.” 

In contradistinction to Adler and Larson’s' 
findings, Fig. 2 indicates a close correlation be- 
tween a falling systolic pressure and the onset 
of hallucinations. The chart also suggests that the 
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Fig. 2.—A 25-minute interview monitored by arterial pressures. Note correspondence between 
constriction of pulse pressure and onset of auditory hallucinations. Fig. 3.—Showing lack of 
association between venous pressure and presence of ‘‘voices.”’ 


bridge and caused a deflection on the milliam- 
meter. With certain experimental conditions 
satisfied, it proved possible by this means to 
obtain a continuous record not only of the 
respiratory frequency, but also of its amplitude. 


PROCEDURE AND RESULTS 

The study was divided into two parts. We 
began with the knowledge both that the patient's 
arterial pressure had been found to vary within 
wide limits, between in fact a normal and a 





pulse pressure acts as a significant variable 
since, almost invariably, the voices ceased as the 
pulse pressure widened. Fig. 3 shows no obvious 
relationship between the venous pressure and 
hallucinatory experience, but Figs. 4 and 5 
demonstrate the relationship to be a positive one 
when capillary pressure and skin temperature are 
measured. Apparently a rising capillary blood 
pressure and its associated arteriolar constriction 
represent the vascular mechanism foreshadowing 
a tissue anoxia, for Fig. 6 illustrates that a rela- 
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Fig. 4.—Frequent estimation of capillary pressures shows 
a relationship between onset of hallucinations and a rise 
in this variable. 
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“voices” and suggests that hallucinations are facilitated 
by arteriolar vasoconstriction. 


tive capillary anoxezemia characterizes the occur- 
rence of hallucinations, as Altschule’s? work has 
already suggested. A further mechanism for this 
anoxia is given in Figs. 7, 8 and 9, where it may 
be seen that hallucinations follow a cyclic endo- 
genously produced depression in respiratory rate 
and amplitude, and the rise in CO, and fall in 
O, alveolar gas tensions consequent upon this. 
The final chart, Fig. 10, indicates a quantitative 
relationship between the vividness and other 
qualities of the hallucinatory experience and the 
pulse pressure. The plots of each of the latter 
are means of about 12 separate observations. 


DISCUSSION 


The foregoing correlations between the occur- 
rence of auditory hallucinations and temporally 
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coincident physiological and metabolic change 
impel the brief discussion of a number of points 
arising out of them. At the outset it should again 
be mentioned that these results were obtained 
from a single patient. In our experience, how- 
ever, the only exceptional feature about Miss K. 
is the extreme extent of her co-operation; essen- 
tially the same psychophysiological relationships 
have been found by examination of other patients 
with auditory hallucinations. 

Hallucinations represent a serious dysplasia of 
consciousness;'® they tend to occur, even in 
health, at times when the attentive aspect of 
awareness is suffering a relative eclipse while 
emotional (or phantasy, or “visceral” ) awareness 
is becoming ascendant. Garciat has suggested 
that hallucinations appear only when the emo- 
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Fig. 7.—Changes in respiratory pattern, as monitored 
by the “respiratory anemometer,” accompanying appear- 
ance and disappearance of auditory hallucinations. Note 
the cyclic variations occurring apparently spontaneously. 
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Fig. 8.—Alveolar COs tension rises before onset of 
*‘voices.”’ Compare Fig. 7 


tional life undergoes intense change, and common 
clinical experience confirms this affective rela- 
tionship. Consciousness per se cannot be quanti- 
fied, for it is logically impossible to apply scien- 
tific methodology to pure abstractions. It is not 
impossible, however, to apply measurement 
techniques to the numerous biological happen- 
ings accompanying changes in awareness thresh- 
olds, and some attempts along these lines have 
already been made.’ t° * The physiological moni- 
toring of hallucinatory experiences is tantamount 
to the measurement, crude as it may be, of the 
attentive and emotional dimensions of awareness. 

Finally, the intriguing question of which comes 
first: the hallucinatory experience or the physio- 
logical change? A precise answer cannot be 
given but it can firmly be stated that it is our 
experience that the measurable physiological 
change precedes the patient’s report of the 
voices, Often one can go further than this and 
predict such a report from the trend shown in 
one or other of the monitoring procedures; 
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Fig. 9.—Alveolar oxygen tension falls before onset of 
“‘voices.’’ Compare Fig. 7. 


Lovetr Doust AND SALNA: HALLUCINATIONS AND METABOLISM 807 


in such cases the psychological experience ap- 
pears entirely dependent upon the biological 
matrix of happenings. 


SUMMARY 


1. The known scientific facts concerning 
hallucinations are detailed and a brief case his- 
tory of a co-operative patient with auditory hal- 
lucinations is presented. 

2. A study is reported in which the temporal 
incidence of the patient’s “voices” is correlated 
with a number of physiological monitoring 
variables. 

3. It is shown that a relationship exists be- 
tween the onset of auditory hallucinations and a 
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Fig. 10.—Relationship between pulse pressure and vivid- 
ness of hallucinations. Compare Fig. 2. 


falling arterial pressure, a narrowing pulse pres- 
sure, a rising capillary blood pressure, increasing 
arteriolar vasoconstriction, a rising alveolar 
CO, tension and a falling alveolar O, tension, and 
diminution of respiratory frequency and ampli- 
tude, No relationship with venous pressure was 
demonstrated. 


4. Intensity and vividness of the voices could 
be roughly equated with the relative constric- 
tion of pulse pressure. 

5. It is suggested that the results constitute 
an example of the measurement of consciousness 
against a baseline of tissue anoxia. 


We wish to record our gratitude to the staff of the 
Toronto Psychiatric Hospital for making this investigation 
possible; to Drs. Mary Jackson, A. Miller and K. Mac- 
Lean for clinical co-operation; and to Miss Jean Brown, 
M.A., staff psychologist, for the psychological appraisal. 
The work was supported by a Mental Health Grant from 
the Dominion of Canada. 
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Fig. 4.—Frequent estimation of capillary pressures shows 
a relationship between onset of hallucinations and a rise 
in this variable. 
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Fig. 5.—Falling skin temperature presages the onset of 
“‘voices’”’ and suggests that hallucinations are facilitated 
by arteriolar vasoconstriction. 


tive capillary anoxzemia characterizes the occur- 
rence of hallucinations, as Altschule’s? work has 
already suggested. A further mechanism for this 
anoxia is given in Figs. 7, 8 and 9, where it may 
be seen that hallucinations follow a cyclic endo- 
genously produced depression in respiratory rate 
and amplitude, and the rise in CO, and fall in 
O, alveolar gas tensions consequent upon this. 
The final chart, Fig. 10, indicates a quantitative 
relationship between the vividness and other 
qualities of the hallucinatory experience and the 
pulse pressure. The plots of each of the latter 
are means of about 12 separate observations. 


DISCUSSION 


The foregoing correlations between the‘ occur- 
rence of auditory hallucinations and temporally 





Canad. M. A. J. 
June 1, 1955, vol. 72 


coincident physiological and metabolic change 
impel the brief discussion of a number of points 
arising out of them. At the outset it should again 
be mentioned that these results were obtained 
from a single patient. In our experience, how- 
ever, the only exceptional feature about Miss K. 
is the extreme extent of her co-operation; essen- 
tially the same psychophysiological relationships 
have been found by examination of other patients 
with auditory hallucinations. 

Hallucinations represent a serious dysplasia of 
consciousness;'® they tend to occur, even in 
health, at times when the attentive aspect of 
awareness is suffering a relative eclipse while 
emotional (or phantasy, or “visceral” ) awareness 
is becoming ascendant. Garciat has suggested 
that hallucinations appear only when the emo- 
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Fig. 7.—Changes in respiratory pattern, as monitored 
by the “respiratory anemometer,” accompanying appear- 
ance and disappearance of auditory hallucinations. Note 
the cyclic variations occurring apparently spontaneously. 
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tional life undergoes intense change, and common 
clinical experience confirms this affective rela- 
tionship. Consciousness per se cannot be quanti- 

fied, for it is logically impossible to apply scien- 
- tific methodology to pure abstractions. It is not 
impossible, however, to apply measurement 
techniques to the numerous biological happen- 
ings accompanying changes in awareness thresh- 
olds, and some attempts along these lines have 
already been made.’ t° *? The physiological moni- 
toring of hallucinatory experiences is tantamount 
to the measurement, crude as it may be, of the 
attentive and emotional dimensions of awareness. 

Finally, the intriguing question of which comes 
first: the hallucinatory experience or the physio- 
logical change?: A precise answer cannot be 
given but it can firmly be stated that it is our 
experience that the measurable physiological 
change precedes the patient’s report of the 
voices, Often one can go further than this and 
predict such a report from the trend shown in 
one or other of the monitoring procedures; 
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in such cases the psychological experience ap- 
pears entirely dependent upon the biological 
matrix of happenings. 


SUMMARY 


1. The known scientific facts concerning 
hallucinations are detailed and a brief case his- 
tory of a co-operative patient with auditory hal- 
lucinations is presented. 

2. A study is reported in which the temporal 
incidence of the patient's “voices” is correlated 
with a number of physiological monitoring 
variables. 

3. It is shown that a relationship exists be- 
tween the onset of auditory hallucinations and a 
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Fig. 10.—Relationship between pulse pressure and vivid- 
ness of hallucinations. Compare Fig. 2. 


falling arterial pressure, a narrowing pulse pres- 
sure, a rising capillary blood pressure, increasing 
arteriolar vasoconstriction, a rising alveolar . 
CO, tension and a falling alveolar O, tension, and 
diminution of respiratory frequency and ampli- 
tude, No relationship with venous pressure was 
demonstrated. 


4. Intensity and vividness of the voices could 
be roughly equated with the relative constric- 
tion of pulse pressure. 

5. It is suggested that the results constitute 
an example of the measurement of consciousness 
against a baseline of tissue anoxia. 


We wish to record our gratitude to the staff of the 
Toronto Psychiatric Hospitak for making this investigation 
possible; to Drs. Mary Jackson, A. Miller and K. Mac- 
Lean for clinical co-operation; and to Miss Jean Brown, 
M.A., staff psychologist, for the psychological appraisal. 
The work was supported by a Mental Health Grant from 
the Dominion of Canada. 
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AN EVALUATION OF THE 
IMPORTANCE OF SYMPTOMS, 
SIGNS, AND SPINAL FLUID 
FINDINGS IN THE DIAGNOSIS 
OF POLIOMYELITIS IN THE 
ABSENCE OF PARALYSIS* 


J. B. R. COSGROVE, M.D., Montreal 


DuRING THE SUMMER of 1953 Manitoba suffered 
its worst epidemic of acute anterior poliomye- 
litis. In the Winnipeg area the King George Hos- 
pital was set aside as the main treatment centre 
for the large numbers of patients diagnosed as 
suffering from this disease. Consequently, many 
patients were referred to this hospital for con- 
firmation of the clinical diagnosis. In the absence 
of paralysis, this confirmation proved to be a 
difficult clinical problem in many cases. As a re- 
sult, lumbar punctures were performed on all 
patients who had a suspicious history and who 
presented symptoms and signs of poliomyelitis 
but who had no evidence of paralysis. This un- 
usual set of circumstances provided an excellent 
opportunity to study the relative importance of 
symptoms, signs, and cerebrospinal fluid findings 
in the diagnosis of poliomyelitis in the absence 
of paralysis. Consequently, a survey was made 
of the case histories of a group of patients who 
were seen in the admitting room of the King 
George Hospital during the months of August, 
September and October 1953. A follow-up study 
of these patients was made to determine how 
many subsequently developed paralysis. 


METHOD 


All of the patients studied were referred be- 
cause of the suspicion that they were suffering 


*From the Winnipeg Municipal Hospitals and the De- 
partment of Physiology and Medical Research, University 
of Manitoba. 
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from poliomyelitis, Examinations were carried 
out in the admitting room of the King George 
Hospital by staff physicians and interns. The pa- 
tients were not released until they had been 
seen by a staff physician. A history was recorded 
on each patient and each received a physical 
examination which included ophthalmoscopic 
examination of the fundi, otoscopic examination 
of the tympani, examination of the mouth, 
throat, chest, abdomen, cranial nerves, reflexes, 
and assessment of muscle power. In an attempt 
to standardize the histories and examinations, 
notes pertaining to history-taking in poliomyelitis 
and suggestions regarding the physical examina- 
tion were posted in the admitting room for the 
guidance of the medical staff. 

The patients without evidence of paralysis 
were divided into two groups on the basis of 
the spinal fluid findings, The first group con- 
sisted of 100 cases which showed abnormal 
changes in the cerebrospinal fluid. The second 
group comprised 115 cases which had normal 
cerebrospinal fluid.* The various diagnoses 
which were made in this latter group are shown 
in Table I. 

In the cerebrospinal fluid examinations cells 
were counted directly without the use of stain in 
the white cell counting chamber. Total protein 
was estimated by the sulphosalicylic acid 
method, in which the turbidity produced by the 
addition of this acid to an aliquot of cerebro- 
spinal fluid is visually compared with prepared 
standards. The distribution of the white cell 
counts and total protein estimations in the cere- 
brospinal fluids of the two groups is illustrated 
in Figs. 1 and 2. The age and sex distribution of 
the two groups is shown in Fig. 3. 


*It was considered that normal cerebrospinal fluid should 
not contain more than 40 mgm. per cent of protein or 
more than 6 cells per c.ml. for adults and 10 cells per 
e.ml. for infants and children under six years. 
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TABLE I. 





INCIDENCE OF DiAGNosis IN 115 PATIENTS 
Wit NorMAL CEREBROSPINAL FLUID 


Diagnosis No. of cases 
Influenza-like illness—vague aches and pains....... 30 
History of contact—anxiety about poliomyelitis... .. 18 
FRE PENS 6 oe oe Fa Pewee celia ntcn i apie 17 
Adrate tOmMeUAGAD. . 3. tn ice kc cb ee bits oe es eee we 14 
EEE EOE ELIE POE Le Pe 
I Bessa Oa Sood x: <-tty 0/4 nieie Mean ate eae 
BE CRIs 68 silos ie ues ethee Bs ye eaeek s 
I CSS: 4 5 abtea Do oka tate ety ta re weaene kk Guha 
I os aXe Ce ac ha iva ee cep ee teeess 
cB odes te te ahd o oe KAS eb ck ke Raa 
Infectious mononucleosis....................2045. 
MN oo ie, OF 2 Shas kt RoR oe oo Leen 
SI SIN 6. oi SEAS ORI wht 
i ETT EE Ee Pl ors 
ON le, on acu e va die seu te lrga sees 
PN Bee ods eG es hw dn ccd edd ee 
pO RR AT er eee ae Pre eT ore 
SS, Sons on ch a sie cea an KoR's 
eae SONI 55 6 ib Be ea ev ede kw ES 
Miaiitigerinig—(GOMViCt) . . «68 i cect cede ce cee tees 


fat pet fae feet fee feet et eet IND ND BND END CO Hm HR OO 





The follow-up study was carried out by means 
of a form letter sent to each patient in April 1954, 
accompanied by a stamped return-addressed en- 
velope. The following questions were asked in 
the form letter: (1) How long did your illness 
last during the polio epidemic? (2) Did you have 
any after-effects? (3) If so, what? (4) Did you 
see a doctor for these after-effects? (5) If so, 
whom? (6). Are you feeling fit now? Some 
patients who did not reply to the form letter were 
contacted by telephone and asked the same 
questions. Seventy-six patients who were diag- 
nosed as having poliomyelitis, and 88 who were 
diagnosed as not having poliomyelitis, were 
traced. These were considered representative 
samples of the two groups. 


RESULTS 


A comparison of the presenting symptoms in 
the two groups is shown in Fig. 4, and the ab- 
normal physical signs which were elicited in the 
two groups are compared in Fig, 5. The results 
of the follow-up survey are summarized in Table 
I. 


TABLE II. 





ReEsutts or Fottow-up SuRVEY 


No. of No 


Cerebrospinal fluid j 
findings cases No. traced paralyzed 
OUOOUIOE sss éiceensis 100 76 30 
Neenah s:.: 5.6 sis5 vvervins 115 88 2 





CosGROVE: NON-PARALYTIC POLIOMYELITIS 809 


100 ABNORMAL eae 
WZZLLD si UNDER 


23 CHILOREN 
92 ADULTS 


CSF 
GROUP 


cot) Bt c=" [——] 


(PERCENTAGE) 


30 


20 


NUMBER OF PATIENTS 





SOl- 
600 





- under 6-25 2650 51-100101-200 201 350l- 40I- 
6 300 400 500 
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Fig. 1.—The distribution of white cells in the cerebro- 


spinal fluid of 100 patients with abnormal C.S.F. and 115 
patients with normal C.S.F. 
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CONCENTRATION OF TOTAL PROTEIN IN MILLIGRAMS PERCENT 


Fig. 2.—The distribution of total protein in the cerebro- 
spinal fluid of 100 patients with abnormal C.S.F. and 115 
patients with normal C.S.F. 
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Fig. 3.—The age and sex distribution of 100 patients 
with abnormal C.S.F. and 115 patients with normal C.S.F. 
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Of the 76 patients traced who had had abnor- 
mal cerebrospinal] fluid findings, residual paraly- 
sis was reported in 30. The type of paralysis is 
listed in Table III. 


TABLE III. 


Type or Paratysis REPORTED IN Fo.tLtow-UPp or 30 
PATIENTS WITH ABNORMAL CEREBROSPINAL FLUID 








C.S.F. cells C.S.F. protein 


Age Ser (perc.mm)3 (mgm.%) Type of paralysis reported 





F. 143 20 
M. 120 20 


Limp in right foot. 

Left leg still partially paralyzed. 
Weakness right foot. 

Muscles of back very weak. 

Inability to walk or stand for very 
long at one time. 

Partial paralysis of thigh and neck. 

Weakness in muscles of legs, feet and 

; neck. 

24 Paralysis of right leg, weakness in the 
back. 

Muscular weakness left leg. 

Paralysis in left calf and foot. Weak- 
ness in neck and back. 

Muscle weakness in legs and feet. 

Laxness of stomach muscles. 

Weakness of stomach muscles. 

Right leg weak and tires easily. 

Weak back and left leg. 

Legs weak and sometimes sore. 

General weakness but especially in 
left arm, right leg and abdominal 
muscles. 

Slight limp and pain in right knee. 

Back weak. 

Paralysis thumb and index finger left 
hand, right hand weak. 

Weakness in left leg. 

Paralysis in leg. 

Arm weakness. 

Weak in left leg. 

Under doctor’s care for 8 months. Not 
walking yet; still in wheel cheir. 

Weak neck. 

Lett arm still weak. 

Weakness in right arm and right 
shoulder. 

Leg muscles slightly weak. 

Weakness ot leg muscles. 

Still suffering from weak back. 


M. 36 20 
M. 18 20 


M. 128 35 
M. 113 20 


Only two cases of 88 traced in the normal 
cerebrospinal fluid group had residual paralysis. 
The first of these patients was a 35-year-old 
woman seen on the second day of her illness. 
She complained of headache, backache, and pain 
in the left leg. She had no fever, no vomiting, no 
neck or back stiffness, and no muscle tenderness. 
There was a slight suspicion that the extensors 
of the right wrist were weaker than the left. Her 
cerebrospinal fluid showed 4 white cells per 
c.mm. and 30 mgm. % protein. In her form letter 
she stated that she had residual weakness in the 
right forearm and this was confirmed by her own 
doctor. The second patient was a 37-year-old 
woman seen on the fifth day of her illness. She 
complained of headache, sore throat, soreness in 
the neck and back, and shooting pains in both 
legs and arms. She had no fever and the only ab- 
normal physical signs were slight stiffness of the 
neck and tender bilateral submandibular glands. 
Her cerebrospinal fluid showed 3 white cells per 
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c.mm. and 15 mgm. % protein. In her reply to 
the form letter, this patient stated that she had 
residual paralysis of the right leg and this was 
confirmed by her doctor. 


DIscussION 


In considering the above results it is important 
to know how much value can be placed on ab- 
normal cerebrospinal fluid findings in the diag- 
nosis of poliomyelitis, The validity of using the 
cerebrospinal fluid findings in the diagnosis of 
poliomyelitis depends on the incidence of 
abnormal findings in cases of proven polio- 
myelitis and the incidence of poliomyelitis 
with normal cerebrospinal fluid. To determine 
these points for this epidemic a review was 
made of the cerebrospinal fluid findings in 
all cases admitted to the King George Hospital 
with definite paralysis. There were 983 such 
patients, and of these 679 received lumbar 
punctures. Of the latter, 645 had an abnormal 
increase in white cells and protein content of 
the cerebrospinal fluid, 15 had an abnormal in- 
crease in protein content only, and 19 or 2.7% 
had normal spinal fluid findings, This compares 
closely with the 2.2% incidence of paralysis in 
the normal cerebrospinal fluid group of the fol- 
low-up study. It would appear, therefore, that a 
fair degree of confidence can be placed in the 
comparison of the symptoms and signs of the 
two groups under study. 

It is evident from Fig. 4 that there is a con- 


- SYMPTOMS - - NUMBER OF PATIENTS (PERCENTAGE) — 
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Fig. 4.—Comparison of the incidence of symptoms re- 
corded in the case histories of 100 patients with abnormal 
C.S.F. and 115 patients with normal C.S.F 
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-PHYSICAL SIGNS- -NUMBER OF PATIENTS (PERCENTAGE)- 
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KERNIG'S SIGN 


BRUDZINSKIS SIGN 


ONE OR MORE OF THE 
ABOVE SIGNS 

GENERALIZED BRISK 
REFLEXES 

GENERALIZED DIMINISHED 
REFLEXES 

MUSCLE TENDERNESS 


ABNORMAL 
ME csr GROUP 

NORMAL 
C1 csr grove 
INFLAMED THROAT 


CERVICAL LYMPH NODE 
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FEVER 
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NO PHYSICAL SIGNS 
EXCEPT FEVER 


CONJUNCTIVITIS 


Fig. 5.—Comparison of the incidence of physical signs 
recorded in the case histories of 100 patients with abnor- 
mal C.S.F. and 115 patients with normal C.S.F. 


siderable degree of overlap in the presenting 
symptoms of the two groups. This indicates that 
an analysis of symptoms alone will not aid mate- 
rially in the diagnosis of poliomyelitis in the ab- 
sence of paralysis. The present study indicates 
that these symptoms are non-specific. Neverthe- 
less, most clinicians will agree that, during an 
epidemic, symptoms of headache, backache, neck 
stiffness, nausea, and vomiting will make them 
suspicious of poliomyelitis. 

A more striking difference in the two groups 
is shown when the abnormal physical signs are 
compared, as in Fig. 5. The signs which charac- 
terized the group with abnormal cerebrospinal 
fluid were neck rigidity, back rigidity, Kernig’s 
sign, Brudzinski’s sign, muscle tenderness, and 
generalized brisk reflexes. With the exception of 
muscle tenderness all these abnormal physical 
signs are indicative of meningeal irritation. Not 
much confidence can be placed on the character- 
istic of brisk reflexes, since this depends on the 
subjective interpretation of the examiner. It is of 
interest that muscle tenderness was recorded in 
20 cases of the 100 with abnormal cerebrospinal 
fluid and only in two of the normal group. 

From the above results it would appear that 
during an epidemic the clinical diagnosis of 
poliomyelitis in the absence of paralysis rests on 
the demonstration of one or more of the above 
signs, When they are elicited, examination of 
the cerebrospinal fluid will likely confirm the 
clinical impression with evidence of increased 
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white cell count or protein content. A minority 
of patients with abnormal cerebrospinal fluid 
findings had no other abnormal signs except 
fever (Fig. 4). Definite diagnosis cannot be 
made in these cases without examination of cere- 
brospinal fluid. This group was approximately 
6% of those examined. 

The results of the follow-up survey indicate 
that a fair degree of confidence can be placed in 
the original diagnoses, since 30 out of 76 patients 
with a diagnosis of poliomyelitis subsequently 
developed paralysis, and only 2 patients out of 
88 traced in the group with normal cerebrospinal 
fluid gave later evidence of paralysis. On the 
basis of these results it can be concluded that 
there is a less than 3% chance that the patient 
has poliomyelitis if he presents with signs of 
meningismus and is found to have a normal 
cerebrospinal fluid. 


CONCLUSIONS 


1. The analysis of symptoms alone will not 
aid materially in the clinical diagnosis of polio- 
myelitis in the absence of paralysis. : 

2. During an epidemic of poliomyelitis signifi- 
cance may be attached to the following abnormal 
physical signs in the diagnosis of the disease, 
even though there is no evidence of paralysis: 
neck rigidity, back rigidity, Kernig’s sign, 
Brudzinski’s sign, and muscle tenderness. 

3. If the cerebrospinal fluid is found to be nor- 
mal in a patient who presents the above signs, 
there is a less than 83% chance that he is suffering 
from the disease. 

4, Cerebrospinal fluid examination of patients 
presenting with meningismus and without paraly- 
sis will confirm the clinical suspicion of the 
diagnosis with evidence of increased white cell 
count and protein content. 

5. In this study, 6% of patients with abnormal 
cerebrospinal fluid had no signs except fever. 
Clinical diagnosis will be missed in these cases 
unless the cerebrospinal fluid is examined. 

6. In a follow-up study of 100 patients with 
abnormal and 115 patients with normal cerebro- 
spinal fluid, it was found that 30 of 76 traced in 
the abnormal group and 2 of 88 traced in the 
normal group had subsequently developed 
paralysis. 


Montreal Neurological Institute, 
McGill University. 
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A SURVEY OF PUERPERAL 
BREAST CONDITIONS 


JEAN F. WEBB, M.D., D.P.H.,* Ottawa 


IN THE COURSE of a study of breast infections 
in Winnipeg, begun in 1951 and reported else- 
where,? it was found that few studies had been 
published which gave an indication of the in- 
cidence of either breast infections or other 


breast conditions associated with pregnancy. 


This was true of both epidemic and non- 
epidemic incidence. In one such study by 
Robinson? of the cause of failure of lactation in 
1,100 cases attending an infant welfare centre 
in Norris Green, 3% of mothers had discon- 
tinued nursing because of breast abscess, and 
7.7% because of cracked nipples. Another study 
was conducted by Fulton’ in a Scottish industrial 
town of 43,000. Reports were made by health 
visitors, on a standard form, of all cases of lacta- 
tional mastitis occurring during an 18-month 
period. The criteria for mastitis were spon- 
tanéous evacuation or incision of an abscess. The 
overall incidence of breast abscess was 8.9%. 
Other estimates, the basis of which was not in- 
dicated, placed the non-epidemic incidence of 
breast infections at under 1%. 

It was felt that a systematic study of a sample 
of post partum cases in several centres might 
reveal valuable statistics of the incidence, not 
only of breast infections—which are considered 
by some to be increasing in frequency—but also 
of other breast conditions commonly associated 
with pregnancy. Winnipeg and Ottawa were 
selected for study, the former because there had 
been an unusual incidence of breast infections 
there in the previous four years, and the latter 
because it was a readily available city of com- 
parable size, the health officials of which were 
willing to co-operate in such a study. 


METHOD OF STUDY 


A study by means of home contact was 
planned because it would be expected to give a 
more accurate estimate of incidence than one of 
hospital records, which would reveal only 
complications severe enough to require re- 
admission. The plan of study was similar in both 
cities. A sample of 25% of births occurring in 


*Chief, Division of Child and Maternal Health, Depart- 
ment of National Health and Welfare, Ottawa. 
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1952 was selected. The cases in the sample were 
selected from registrations at the local office of 
vital statistics by a systematic sampling pro- 
cedure, every fourth resident birth recorded 
being investigated. Cases selected were drawn 
to the attention of the district public health 
nurses and information was gathered on a 
specially designed form, at home visits. The 
final visit and report were made three months 
post partum, as an analysis of breast abscesses 
in Winnipeg in 1951 had shown that the 
majority of puerperal infections had occurred by 
that time. Only breast symptoms for which a 
physician was consulted were included. 

The author was given an opportunity to discuss 
the study and report form with public health 
nursing supervisors and district public health 
nurses during the early months of the survey. 
It was felt that this would promote more uniform 
reporting. During the course of the study some 
report forms were returned if the information 
needed to be supplemented. The high proportion 
of completed forms returned attests to the in- 
terest and co-operation of the public health 
nurses of both cities. 

In Winnipeg, where there were 5,417 live 
births in 1952, 1,164 forms were returned by 
public health nurses, of which 69 were not com- 
pleted, due usually to failure to locate the pa- 
tient. In Ottawa, there were 5,043 live births and 
1,144 forms returned by public health nurses, 
of which 111 were uncompleted. This repre- 
sented a 20.2% sample of deliveries in Winnipeg 
and. a 20.5% sample in Ottawa, closely com- 
parable for the two areas. 


RESULTS 


The form was set up in such a way as to in- 
dicate the breast symptoms, time of onset, 
duration, type of treatment received, and the 
physician’s diagnosis as reported by the patient. 
On this basis it was not difficult to group the 
conditions into four categories. The incidence of 
these in both cities is shown in Table I. 

The term mastitis was of course used to 
designate inflammation which resolved without 
drainage. The category designated as “other” 
was composed of approximately 50% of cases 
which were probably cases of breast inflamma- 
tion, but the information was not sufficient to 
make a definite diagnosis, and 50% of cases of 
unusually troublesome breast engorgement. It 
is shown that there was a higher incidence of 
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TABLE I. 
Breast ConDITIONS REPORTED 
Winnipeg ‘Ottawa 
% of total % of total 
No. reporting No. reporting 
Incised abscesses... . . 9 0.82 18 1.74 
We ers sa ek 11 1.00 15 1.45 
Nipple symptoms.... 12 1.09 19 1.84 
| a ee 8 0.73 24 2.32 
Total conditions... .. 40 3.64+0.57 76 7.35+0.81 
All cases studied.. 1,095 100.00 1,033 100.00 





all breast conditions in Ottawa than in Winni- 
peg. 

From other sources of information the in- 
cidence of incised abscesses in Greater Winni- 
peg was reported to be 0.4%. In previous years, 
1949-1951, the incidence had been 1.2, 0.6 and 
1.2% respectively, These data were based on 
the number of cases readmitted to hospital for 
incision. The years 1949 and 1951 were epidemic 
years in several hospitals, though not in all hos- 
pitals in any one year. 


TABLE II. 





Breast Conpitions By Hospirau 





Hospital No. of Breast Incised 
of delivery patients conditions abscesses 
No % No % 

Winnipeg 
iar e wt 194 6 3.1 3 1.5 
Be gh analy 170 6 3.5 > ee 
I nas the aca 143 3. 2:1 0 0 
| Pe eee 482 7 ee 3 0.6 
| RE aes 43 5 11.6 0 0 
PB i Se es 56 3 5.4 ee 
Home ..... 7 0 0 0 0 
Total.. 1,095 40 3.7 9 0.8 

Ottawa 

Rarrho hctoh 441 42 9.5 12: 2.2 
BBR Nwieos ahs 335 19 5.6 a 
tree 240 14 5.8 i Se 
Home...... 17 L~ 5.8 ae 
Total.. 1,033 76 «7.4 1 BF 





It can be seen that there was some variation 
in the percentage frequency of total breast con- 
ditions and incised abscesses reported for pa- 
tients delivered in individual hospitals in both 
Ottawa and Winnipeg. With the exception of 
certain differences among Ottawa hospitals for 
incised abscesses, these differences were not 
statistically significant. 


It was found that there was a higher propor- — 


tion of primipare among the affected patients 
than among the unaffected in both cities. In 
Winnipeg, 57% of the affected mothers were 
primipare while only 38% of the unaffected 
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were primiparz. Comparative figures for Ottawa 
primiparz were: 47% of affected mothers and 
29% of the unaffected. 


The association of skin infections in the new- 
born with maternal breast infections has been 
observed many times. Information regarding 
skin infections in the newborn was recorded on 
the form. Only lesions of a pustular nature, de- 
scribed as pustules, blisters, boils or abscesses, 
were included. In Winnipeg, skin infections in 
the infant were reported for 2.2% of unaffected 
mothers and 9.9% of affected mothers. In 
Ottawa, such skin infections were reported for 
4.8% of unaffected mothers and 118% of 
affected mothers. These differences are statisti- 
cally significant and confirm again the frequent 
clinical association of these conditions. 


SUMMARY 


A study was made of the incidence of puer- 
peral breast conditions in a 20% sample of 
mothers delivered in Winnipeg and Ottawa in 
1952. The objective of the study was to gather 
information regarding the overall incidence of 
breast conditions, and particularly breast infec- 
tions. Only conditions for which a physician was 
consulted were included. Conditions” were 
classified into four categories: incised abscesses, 
mastitis, nipple symptoms, and other conditions. 
Of the mothers delivered, 3.7% developed 
breast conditions in Winnipeg and 7.4% in 
Ottawa. The incidence of incised abscesses, the 
most precisely defined category, was 0.82% in 
Winnipeg and 1.74% in Ottawa. 

The incidence of incised abscesses in Greater 
Winnipeg, obtained through other sources, was 
compared for previous known epidemic years 
as well as for the year of the study. There were 
variations among hospitals as regards per- 
centage frequency of both total breast condi- 
tions and incised abscesses, but these differences 
were significant only for incised abscesses in 
Ottawa hospitals. 

Clinical observations regarding the frequency 
of breast conditions among primiparze and the 
association of infant skin infections with ma- 
ternal breast conditions were confirmed in this 
study. 

Data from this study, as well as other data 
from the more comprehensive study of the prob- 
lem in Winnipeg, suggest that a community in- 
cidence of over 1% of incised breast abscesses 
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among puerperal women may be considered un- 
usual and worthy of more detailed study, pref- 
erably on an individual hospital basis. 


The assistance and co-operation of the Departments 
of Health of both Winnipeg and Ottawa, particularly 
of the public health nursing personnel, is gratefully 
acknowledged. 
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RESUME 


Les données de l'étude présentée ici furent recueillies 
au cours de visites 4 domicile faites pendant les trois 


CARCINOMA OF THE 
MALE BREAST* 


PAUL P. JACKSON, M.D., Vancouver, B.C. 
and EDWARD R. MUNNELL, M.D., 
Detroit, Mich. 


CarciINoMA of the male breast is not essentially 
different from carcinoma of the female breast, 
except in prognosis, It is commonly considered 
to carry an extremely grave prognosis. Sachs,* 
who reviewed 197 cases with follow-up data, 
found that 52% of the patients had died within 
five years, 3% were living and well—from 10 to 
15 years, and 3% were living from 16 to 20 years. 
These patients were all treated with adequate 
surgery and x-ray therapy. The reasons for the 


grave prognosis are not entirely clear but it is — 


generally agreed that most male breast carci- 
nomas are in a fairly advanced state by the time 
they come to surgery. This may be partly due 
to the reluctance of the patient to have an ex- 
amination and partly to the failure of the ex- 
amining physician to examine the male breast 
routinely. 

The percentage of male breast malignancy 
varies from 0.87 to 2.9% of total breast malig- 
nancy.’ *°* The twelve cases reported in this 
paper comprise 0.92% of the total breast malig- 
nancies treated at the Henry Ford Hospital since 
1921, 


CasE REPORTS 


Case 1. Age 58. This patient had a lump beneath 
the left nipple for one year. This had recently become 


*From the Division of General Surgery, Henry Ford Hos- 
pital, Detroit, Michigan. 
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mois suivants la naissance. Les registres démographiques 
des naissances furent consultés, et I’échantillonnage se 
porta sur 25% des cas rapportés. Les villes d’Ottawa et 
de Winnipeg furent choisies comme termes de com- 
paraison a cause du chiffre 4 peu prés égal de leur 
population. L’incidence des abcés du sein en lactation 
requérant le drainage chirurgical fut deux fois plus 
élevée 4 Ottawa (1.74%) qu’a Winnipeg (0.82%). Le 
terme “mastite” fut employé pour désigner les inflam- 
mations ne nécessitant pas lincision. La proportion de 
mastites fut environ 1% fois plus élevée 4 Ottawa qu’da 
Winnipeg. Les poe des deux villes subirent un 
plus grand nombre de complications dans ce sens que 
les autres. La relation existant entre les lésions infec- 
tieuses du sein et les infections cutanées des nouveau- 
nés fut vérifiée une fois de plus. 

Le lecteur est prié de se reporter A un article anté- 
rieur sur ce sujet publié dans cette revue, en avril 1954, 
et résumé a la page 388 du 70e volume. M.R.D. 


painful. The lump measured 1% x 1 cm. Radical 
mastectomy was done: adenocarcinoma, Grade II, with 
axillary metastases was found. Survived 20 months. 


Case 2. Age 66. A lump had been present in the 


- left breast for one year and measured 2 x 3 cm. when 


seen. Radical mastectomy was performed: duct cell 


carcinoma with axillary nodes containing tumour cells. 
Survived 36 months. 


Case 3. Age 76. A painful 3 x 2% cm. mass had been 
present in the right breast for four years. Radical 
mastectomy was done: breast carcinoma, low grade. 
Survived ten years. 


Case 4. Age 70. This man had had a red, tender left 
nipple for two years. A radical mastectomy was done: 
melanoepithelioma of the nipple. Alive aa well at the 
end of 11% years. 


Case 5. Age 60. This patient had had a mass of the 
right breast for five years. Examination disclosed pleural 
effusion and widespread metastases. He was given x-ray 
therapy locally: breast carcinoma. Survived 8 months. 


CasE 6. Age 53. A tumour of the left breast of five 
years’ duration and associated with drainage for two 
weeks brought this patient to the hospital. Radical 
mastectomy was done: duct cell carcinoma, Grade III, 
with axillary metastases. Alive and well three years and 
eight nai after operation. 


Case 7. Age 52. A 3 x 3 cm. painful mass of the left 
breast had been present for five weeks when this pa- 
tient sought the advice of a physician. Radical mastec- 
tomy was done: duct cell carcinoma, Grade II, with 
axillary metastases. Survived 24 months. 


Case 8. Age 64. A mass of the left breast required 
radical mastectomy: breast carcinoma. Survived six 
years. 


Case 9. Age 59. This man had had a mass in the left 
breast for many years which covered the entire left 
chest when seen. The primary growth measured 6 x 6 
cm, The patient died of a coronary occlusion before 
operation was done: Paget’s disease of the nipple. 


Case 10. Age 65. A tumour of three months’ duration 
in the left breast, measuring 3% x 3% cm., brought 
this man to the hospital. Radical mastectomy was done: 
adenocarcinoma Grade III with axillary metastases. Alive 
and well after 11% years. 
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Case 11. Age 48. This patient had had a mass in the 
right breast for three years. It measured 5 x 5 cm. and 
was draining. Radical mastectomy was done: scirrhous 
carcinoma with axillary metastases. Survived eight years. 


Case 12. Age 64. A painless mass in the right breast 
had been noted by this patient for two years. A simple 
mastectomy was done: Rivtenttoctin, low grade. Alive 
and well one year and six months following operation. 


RESUME 

The average age of the patients treated was 
61 years, with actual ages ranging from 43 years 
to 76 years. There were ten whites and two 
Negroes in the group. The left breast was in- 


volved more frequently than the right, a ratio — 


of 2:1. Of considerable interest is the duration 
of symptoms before medical advice was sought. 
This ranged from five weeks to five years with 
an average of 1.89 years. The presenting symp- 
tom in all cases was a new growth, or mass. 


There was drainage of serous fluid in two, pain — 


in two and tenderness in three. No common site 
was noted, the various quadrants about the 
nipple being equally involved. Dimpling and 
attachment to the pectoral fascia were noted in 
four cases, and retraction of the nipple in three. 
.Six cases had palpable axillary nodes. The 
masses measured at least 3 cm. in the majority 
of this group and one was 6 cm. in diameter. 

Four of the twelve patients had a radical 
mastectomy over ten years ago and two of the 
four still survive. One of these is the case of 
melanoepithelioma of the nipple, the other a 
case of adenocarcinoma Grade III, with axillary 
metastasis. Their survival times are 1014 and 
1114 years respectively. 

The patient with Paget’s disease of the nipple 
died of a coronary occlusion before operation 
could be performed. The case of low-grade 
fibrosarcoma was treated by simple mastectomy. 
The other ten cases had a Halsted type of 
radical mastectomy including wide excision of 
the skin and pectoralis muscles, and an exten- 
sive axillary dissection. A split-thickness graft 
from the thigh was used to cover the defect in 
the chest wall. This is the same procedure as is 
usually followed in most female patients. Post- 
operative radiation was used in eight out of 10 
patients who had radical mastectomy done. 


Discussion 

Although the prognosis is poorer in male than 
in female breast carcinoma, it is certainly not 
hopeless. We have reported here a survival] rate 
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of two out of four cases for over‘ten years, with 
three others surviving ten, eight and six years 
respectively before succumbing to metastases. 
A radical type of mastectomy is recommended 
with radical removal of the skin. Due to the size 
of the male breast, carcinomas of this organ 
usually involve the skin very early and local re- 
currence is fairly commonly reported in the 
literature. None of these cases had local re- 
currence, due to the wide excision of the skin, 
which necessitated a split-thickness graft. 

We have had no cases of breast malignancy 
associated with cestrogenic therapy for treatment 
of prostatic carcinoma, although such cases have 
been reported.® © 

The first thing noted by all these patients was 
the presence of a lump in the breast. Pathology 
of this sort in the small male breast could 
easily be detected by an examining doctor in a 
matter of seconds during a routine physical ex- 
amination. Neglect plays an important part in 
this disease. We would recommend that the 
male breast be checked as regularly as is the 
female breast in doing physical examinations. 


SUMMARY 7 


Twelve cases of male breast malignancy ob- 
served over a 3l-year period are presented, Of 
four cases observed for more than 10 years, two 
stil] survive. A radical Halsted mastectomy is 
recommended for all operable cases of male 
breast carcinoma. 
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TREATMENT OF HYPERTENSION 
WITH RESERPINE 


Clinical use of reserpine was studied by Doyle and 
his colleagues in 85 cases of hypertension. In doses with 
few side-effects (0.5 to 1.5 mgm. a day), therapeutically 
useful falls in blood pressure were produced in 10 out 
of 40 cases. Addition of pentapyrrolidinium to reserpine 
in 69 cases improved results, which were considered very 
good in 15 and good in another 20 cases. This combina- 
ticn is considered to be the most satisfactory means at 
present available of treating severe hypertension. Addi- 
tion of veratrum to reserpine gave disappointing results. 
—Circulation, 11: 170, 1955. 
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CONCUSSION: A MISNOMER* 


JEAN SAUCIER, M.D., F.R.C.P.[C.], 


_ Montreal 


SOME THREE MONTHS AGO, when we sent in a 
short abstract of what was supposedly going to 
be heard today, we thought that we had a fairly 
good grasp on the theme of concussion and we 
had in mind a practical paper on the clinical 
differentiation between concussion, 
and emotional shock, and so we went on review- 
ing the literature with the preconceived idea of 
meeting old acquaintances and walking along 
beaten tracks, We do not have to confess that 
not a single line had already been committed to 
paper; that you have surmised. And the more we 
read the less we became inclined to write. It was 
not long before we felt that the concept of con- 
cussion was weak, erroneous and hardly demon- 
strable, which amounts to admitting that one can 
go on indefinitely, without much remorse, be- 
lieving in the established truth of ill-integrated 
concepts by sheer force of habit, or rather the 
habit of taking accepted thinking for granted. 


We found that many authors disliked labelling 
a head injury as concussion, even when accord- 
ing to accepted standards it seemed to be a case 
of concussion, because there is no universally 
accepted definition of the term. For instance, 
Sachs! wrote in 1923 that there is no group of 
symptoms that is characteristic of concussion and 
that can be differentiated from the symptoms 
produced by a moderate contusion and lacera- 
tion. In other words, it seems as if Sachs denied 
the very existence of concussion as an entity. 
He believed that if the case could not be diag- 
nosed clinically it was quite impossible to ascribe 
any pathology to the condition. He went on to 
say that it would simplify our consideration of 
the subject if all cases hitherto grouped under 
the heading of concussion were classed with the 
contusions and lacerations. According to him, 
whether there is much brain destruction or a few 
punctate hemorrhages makes no difference; it 
is still a contusion and laceration. 

Sachs’s overstatement simplifies the question a 
great deal but it does not throw any light over 
the physiopathology of concussion except that it 
gives it a global interpretation; it entirely dis- 
regards the definition of concussion and, most of 


*Read at the Annual Meeting of the Canadian Neuro- 
logical Society, Vancouver, B.C., June 20, 1954. 
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all, its evolution and its implications. One thing 
is certain: Sachs doubts very much whether con- 
cussion should be accepted as a disease entity. 
Thus, as far back as 1923 the nosographical ac- 
ceptance of concussion was debatable. 

Sharpe’s opinion, quoted by Spicer,” is far more 
moderate but it accounts only for the very mild- 
est concussions, Sharpe believes that if the term 
“concussion” is limited to the result of those intra- 
cranial injuries in which merely a sudden jarring 
of the intracranial contents produces a temporary 
impairment of the brain, and naturally, without 
any ascertainable change of tissue, then the term 
“cerebral concussion” is probably correct clinic- 
ally. We immediately thought of a better word- 
ing such as benign diffuse head injury, which is 
also correct clinically and which at least implies 
a diffuse clinical representation. 


If we are to retain the term “concussion”, we 
feel that it cannot be limited to the effects of the 
mildest blows since severe blows also concuss. 
We know that there are serious and even fatal 
injuries that have been labelled concussion, and 
rightly so, because there could have been no de- 
nial of a concussive element. However, there are 
descriptions of concussion that stress the a 
tance of a benign clinical outcome. 

Sharpe also believes that “cerebral concussion”, 
according to his definition, is comparatively in- 
frequent. This assertion does not agree with our 
own experience with the Workmen’s Compensa- 
tion Board, where cases of mild diffuse head in- 
juries are fairly frequently encountered, unless 
the history taken at the site of the injury was un- 
reliable and unless emotionally shocked claim- 
ants have been mistaken for real sufferers from 
concussion, which could not happen all the time. 
We must add, however, that concussion com- 
plicated by contusion, hemorrhage, or lacera- 
tion. is very common, and this is supported by 
experience. 

We cannot agree either with the statement 
that the absence of ascertainable tissue changes 
should be included in the description of concus- 
sion, unless we blindly accept Sharpe’s definition. 
Such acceptance is dynamically impossible if our 
words are to keep a definite meaning. We should, 
then, specify that we are dealing with mild mole- 
cular disarrangement of a reversible nature. But 
who can make such a prediction in the presence 
of a post-traumatic coma? Who can prophesy the 
outcome? Using everyday language, there are 
cases heretofore described as concussion that are 
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accompanied by lesions and some that are not. 
Still using everyday language, and at the same 
time keeping the etymology in mind, we know 
for certain that concussion is a moving about of 
the brain and its contents in the cranial cavity. 
The rest is conventional addition and theorizing 
on time-worn definitions diversely interpreted. So 
much so that one inadvertently deviates from 
one’s own interpretation and soon loses track of 
what one is looking for. This is, from personal 
experience, exactly the state of mind of one who 
tries to decipher the meaning of concussion. After 
a while, one concludes that the word should be 
ruled out as it represents no given nosographical 
entity but an etiology. For all practical purposes, 
we have reached that conclusion, and from now 
on we associate the obsolete term “concussion” 
with the concept of diffuse head injury, benign or 
malignant, or still better, with that of traumatic 
encephalopathy. 

Reporting to neurological societies on ques- 
tions of neurological interest arising from the re- 
cent war, and more especially on concussion and 
traumatic cerebral hemorrhage, excellent neu- 
rologists have stated that what was of paramount 
importance in the genesis of “cerebral concus- 
sion” was, on the one hand, the repercussion 
upon the brain of vibrations transmitted through 
the skull, which are more intense when the cran- 
ium has resisted without cracking; and, on the 
other hand, the impulse of motion, being another 
result of the sudden assault which is immediately 
transmitted to the walls of the cranium. In the 
mind of many competent observers the whole 
primary pathogenesis of “concussion” lies in this 
statement. 

We have tried to analyze this statement sev- 
eral times, as we were struck by a weak link in 
this chain of reasoning. The contents are true 
and the description is correct but the idea of a 
pathogenesis could not be integrated into our 
reasoning, unless one includes pathogenesis in 
causation, because transmitted vibrations cannot 
be the pathogenesis of “concussion” if they are 
a part and component of concussion itself; they 
are simultaneous. In other respects, one would 
admit with dialectic ease that transmitted vibra- 
tions play a major role in the production of dif- 
fuse and even localized head injuries. As a result 
of taking for granted statements frequently re- 
peated in print we discuss the same problems 
with a set of different definitions, thus paving the 
way to confusion. Transmitted vibrations. or 
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motion represents the very definition of “concus- 
sion.” It does not mean more, The rest has been 
added by convention, bordering at times on fic- 
tion. Even at that, concussion or transmitted 
motion can occur with or without contusion, with 
or without neuronal lesions, rarely without 
vascular repercussions. It may be trivial in its 
consequences; it may be followed by sequelz of 
long duration; it may cause sudden death. 

A great variety of opinions have been put for- 
ward to explain the physiopathology and the im- 
mediate anatomical and physiological disturb- 
ances that render the syndrome possible. Whole 
meetings of the American Association for Re- 
search in Nervous and Mental Disease, of the 
Medical Research Council in the United King- 
dom, and of neurological societies of all nations 
have been dedicated to the subject of head in- 
juries during the war years. 

A good number of neurologists seem to believe 
that the impact has an immediate inhibiting 
effect upon vasomotor vigilance with a resulting 
paralytic vasodilatation and stasis, which in turn 
account for the abolition of all brain function. 
Such a vascular inhibition has been reported as 
the most likely immediate mechanism of con- 
cussion; we would rather say, as the most 
plausible consequence of concussion, because 
concussion is admittedly the jarring that in- 
itiated the vascular phenomena. In this instance, 
as in so many others, we find it hardly conceiv- 
able to accept perivascular hemorrhage as the 
most likely immediate mechanism of concussion 
because it has taken place after concussion, and 
because of concussion. At all events, the vaso- 
motor disturbances are of variable duration and 
they may be reversible or irreversible. Cassasa® 
reported five fatal cases of severe “concussion” 
with post-mortem documentation which appar- 
ently were all associated with purely vascular 
disturbances. The autopsies were performed 
shortly after death. While there was no evidence 
of any laceration or fracture of the skull, no tear- 
ing of the meninges, no bloody spinal fluid, no 
contusion over the convolutions and sulci, there 
were minute scattered hemorrhages throughout 
the entire brain; microscopically, however, 
hemorrhages were limited to the perivascular 
lymph spaces. In our estimation, these are five 
cases of fatal traumatic encephalopathy provoked 
by concussion complicated by perivascular 


hzemorrhages. 
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The hemorrhages which frequently accom- 
pany or rapidly follow concussion are said to 
accumulate in the perivascular spaces where they 
originate. A great many of them break through 
the sheath and are usually drained by the sub- 
arachnoid channels; some reach the superficial 
layers of the cortex and very few arrive at the 
white matter. They are chiefly localized at the 
cortical convexity; they are often bilateral by 
contre-coup influence. Other hemorrhages may 
be produced at the base of the skull by the same: 
contre-coup or stretching mechanisms. Hzemor- 
rhage, however, is not the only factor to be con- 
sidered among the consequences of head in- 
juries. For two or three decades theories have 
been suggested that are more flexible and that 
are so close to a definite explanation that they 
can no longer remain unnoticed. It is the great 
merit of Rowbotham‘ that he synthesized in an 
excellent didactic approach the physiopatho- 
logical mechanisms of diffuse head injury, this 
better phraseology for the old “commotio cerebri” 
which has become the deceptive understatement 
known as “concussion.” 

Interpretation of the physiopathology of head 
injury on a vascular basis has been widely be- 
lieved, probably because it is simple and logical. 
Anzemia or stasis would then account for uncon- 
sciousness. Some writers have very aptly sug- 
gested that anemia was the result of excessive 
vasodilatation followed by extreme vasocon- 
striction. However, at autopsy, lesions of all sorts 
have been found that would not account for the 
loss of consciousness, suggesting that other cells 
or pathways must have been concerned in the 
production of unconsciousness and impaired 
function, What actually takes place in neuronal 
mechanisms is as yet only partly surmised and 
varies with the nature and the intensity of the 
concussive agent. In other words, when one 
labels a case as “concussion”, one merely states 
that the brain has been concussed: one does not 
describe the pathological changes. At the most, 
one witnesses an impairment of consciousness 
following external violence; otherwise, concussion 
becomes a verbal concept of clinical description 
with implications that differ according to the 
author and country. It is coma after an injury, 
but what is injury if not the concussive force or 
concussion itself? Instead of being a doubtful 
nosographical entity, why should it not become 
an important heading in the chapter on etiology 
of acute and diffuse head injuries? 
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Academically speaking, Rowbotham clarified 
the question considerably when he grouped what 
he calls the etiologies of diffuse head injuries 
under three theories, namely, vascular injuries, 
physiological neuronal injuries and organic neu- 
ronal injuries. May I repeat once more: the 
cause of diffuse head injuries, as we understand 
causation, is not vascular dysfunction or neuronal 
change. The causes of diffuse head injuries are 
a direct or indirect blow, a fall or a blast, with its 
concussive accompaniment, resulting in contu- 
sion, fractured skull, haemorrhages, etc. Vascular 
dysfunction and neuronal change are effects or 
physiopathological mechanisms. 

The vascular theory with its good points and 
weaknesses has already been discussed, It can 
apply to most injuries but it does not explain all 
phenomena. 

Physiological neuronal injury, i.e. without 
structural impairment, was already demonstrated 
in 1912 when Jakob,® experimenting with re- 
peated small blows on the heads of animals, 
caused “concussions,” or so-called concussion- 
like symptoms without demonstrable brain find- 
ings, Later, in 1941, Denny-Brown and Russell® 
experimentally reproduced concussion by the 
force of acceleration alone, with a resulting pic- 
ture of a non-structural type. 

Still later, in 1945, Tedeschi’ reported neuronal 
injury in animals recovering from a temporary 
period of unconsciousness following a single 
blow on the head which had left the skull and 
brain grossly intact. He adds that “microscopic 
evidence of neuronal damage was noticed in 
these animals as early as one to two hours after 
the trauma, and in a few instances the lesions 
were seen to persist as late as two months after 
the trauma. These observations suggest that con- 
cussion may be due to neuronal injury detectable 
with the present histological methods.” We would 
rather say that neuronal injury may be due to 
concussion; this is a logical chronological 
sequence. 

Whether neuronal injuries are physiological or 
organic is a very delicate question to answer in 
the absence of post-mortem findings, especially 
in mild concussion. Even reversibility should 
not be a criterion. It is rather a question of in- 
tensity and tissue resistance. 

Finally, organic neuronal injuries or obvious 
changes in the neurones themselves can explain 
unconsciousness and the neurological picture, 
thus rendering concussion the equivalent of in- 
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jured structure. However, in cases of that sort, 
there is concussion together with its conse- 
quences such as stretching, tearing, bending and 
the accompanying hemorrhages. But do we 
know what specific neurones should be injured 
to provoke unconsciousness, and how many of 
them, or, to put it differently, what part of the 
brain, governs consciousness? Do we know what 
acts or stops acting when consciousness comes 
back? And finally, what is consciousness? 

Jackson® has not hesitated to hold that “there 
is no such entity as consciousness, although it is 
the most special of all nervous processes what- 
ever.” So many good definitions have been pro- 
posed that no standard one, even the best, has 
survived, Mapother’s,® for instance, which says 
that it is “an awareness of external environment 
and accessibility,” implies elements of a tautology 
and ignores factors of quantity and quality. Rus- 
sell’? includes a memory factor in his definition 
when he says that full consciousness means that 
any occurrence in which the patient is actively 
or passively concerned makes an impression on 
his memory which can subsequently be brought 
to mind, and thus the length of any state of un- 
consciousness can be measured by the length of 
post-traumatic amnesia. This is in opposition to 
our daily routine because we have all had 
patients who were perfectly accessible and aware 
of their surroundings a few hours after the acci- 
dent and who do not remember what went on 
during the week or weeks that followed the 
injury. 

It seems as if all verbal formulations of con- 
sciousness were deficient and will remain so for 
some time to come until unequivocal patho- 
genesis can be introduced into the heretofore 
puzzling enigma. Francis Shiller’ summarized 
the situation in a short statement that should be 
remembered: “Consciousness has no meaning 
without its contents, which are supplied by the 
periphery as well as by the cortex.” 

Where is consciousness? There is a tremendous 
bibliography on this fascinating subject and 
riddle. We are all familiar with Penfield’s ideas 
on this chapter and we all agree that lesions in 
the neighbourhood of the thalamo-hypothalamic 
region are frequently found in cases of fatal coma 
and in what Jefferson calls parasomnia.’* We can- 
not deny, however, that brainstem lesions do 
cause unconsciousness. Is it not also likely that 
cortical disturbances which are so frequent in so- 
called concussion play a major role, if nat as a 
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coma-producing factor, at least as an agent 
modifying the coma itself? This raises again the 
question of physiological levels which are all in- 
terfered with to a certain degree in any injury 
of importance; again, reasoning along the Jack- 
sonian tradition, it becomes readily acceptable to 
envisage injury as a decisive and frequent factor 
of what is still being called “concussion”, if this 
word still carries any meaning. 

I must apologize for having gone astray a little 
over the question of consciousness, but you must 
grant that I have kept constantly aware of not 
repeating too much of what is unknown. 

Quoting Rowbotham again, it has seemed to 
me that the following paragraph synthesized the 
whole problem of the pathogenesis of what is 
today called “concussion” : 


“I believe,” he says, “that there is no basic or uniform 
histological picture on which variegated contusional le- 
sions may be superimposed that will account for the 
phenomena of concussion. A so-called physiological in- 
jury is probably but a minor degree of the kind in which 
structural change can be demonstrated, and presumably 
both physiological and organic neuronal injuries occur 
in different parts of the same injured brain. In the cases 
where physiological injury is the dominant feature, re- 
covery is probably rapid, whereas it is relatively slow 
when an organic injury predominates. In both types, 
depth of unconsciousness is dependent on the number 
of neurones paralysed. A force sufficient to interfere with 
the vascular mechanism of the brain is unlikely to leave 
intact the more delicate neurones, and on evidence so 
far available it is difficult to believe that traumatic un- 
Conaregents is ever produced by circulatory changes 
alone. 


The writing of these lines has been consid- 
erably slowed down by virtue of the constant re- 
wording, readaptation and reconsideration of the 
material on concussion. We benefited immensely 
from the task and we surmise that it will give you 
the impulse to reorientate your own views and 
conceptions on traumatic head disturbances. We 
have no time left for discussion of the problem 
of medico-legal evaluation of chronic symptoms 
after head injury. We may do so some other year 
but, in the meantime, it has appeared to us on 
reviewing the literature that Ross and Mc- 
Naughton" have already established the funda- 
mental principles upon which evaluation should 


be based. 


SUMMARY 


To summarize, “concussion” should be re- 
garded as one of multiple causes or etiological 
mechanisms of diffuse head injury. There is no 
immediate or academic advantage in differentiat- 
ing it from contusion. Contusion is a solution of 
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continuity of brain tissue, whereas concussion is 
a physiopathological mechanism that may or may 
not contuse the brain, the former being a sign 
and result, the latter being a cause. In fact, the 
chronological sequence that is represented by the 
triad blow-concussion-contusion borders on 
simultaneity. Therefore, vascular or neuronal 
changes apply to all brain injuries and we are 
closely dependent upon the type and severity of 
injury. We feel that matters would be greatly 
clarified if words such as “concussion”, 
sion”, and “laceration” were all given proper 
headings and included in a_ single syn- 
dromic nosographical entity called Traumatic 
Encephalopathy. 


DIAGNOSIS OF ECTOPIC 
PREGNANCY BASED ON 200 CASES* 


J. McD. CORSTON, M.B., Ch.B., 
M.R.C.O.G.,+ Halifax, N.S. 


THE piaGNosis of ectopic pregnancy is often 
missed because of certain difficulties and mis- 
understandings. In this study of 200 cases the 
diagnostic error was between 12 and 13%, which 
we consider a better than average result. 

These 200 cases were admitted and treated 
by gynecologists at the Victoria General Hos- 
pital, Halifax. 


Atlee' in 1947 described two different clinical 


pictures of ectopic pregnancy, the acute type and 
the chronic type. 

In the acute ectopic the symptoms and signs 
result from the rapid loss of a large quantity of 
blood into the abdominal cavity. The chronic 
ectopic presents quite a different picture as a 
result of a much smaller and slower loss of blood 
into the peritoneal cavity. 

Of the 200 cases, 53 were of the acute variety 
‘and of these only two were misdiagnosed. Of the 
remainder—147 chronic ectopics—23 cases were 
mistaken for some other condition. The diagnostic 
problems therefore arise for the most part in the 
chronic ectopic group. 


*This paper was presented at the Annual Meeting of the 
Royal College of Physicians and Surgeons of ,Canada, 
Winnipeg, October 22 and 23, 1954. 


+Department of Obstetrics and Gynzcology, Dalhousie Uni- 
versity; Assistant Gyneecologist, Victoria General Hos- 
pital, Halifax, N.S. 
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CLINICAL PICTURE OF ACUTE ECTOPIC 
PREGNANCY 


This is the dramatic condition which because 
of its very urgency implants itself so vividly in 
the student’s mind. The diagnosis of ectopic ges- 
tation is apt to be made with great reluctance 
unless the signs and symptoms of the acute con- 
dition are present. This popular misconception is 
allowed to continue in the minds of under- 
graduates because the marked differences in the 
clinical picture of the acute and chronic types 
are not stressed. 

The acute ectopic is much less common than 
the chronic variety, in our series in the pro- 
portion 1:4, The well-known signs and symptoms 
may be presented as follows. 

A woman in the childbearing age is in a con- 
dition of shock of greater or lesser extent. She 
may or may not have missed a period but she 
almost invariably has suffered sudden, severe 
lower abdominal pain. She usually faints or feels 
faint and nauseated. Bleeding per vaginam is 
usually present. The temperature will more often 
than not be normal or subnormal but there will 
be a leucocytosis in most cases. There will be 
tenderness and resistance in the lower abdomen, 
and on bimanual examination movement of the 
cervix will cause much pain. A pelvic mass may 
or may not be felt, but usually in the pouch of 
Douglas there is a vague mass due to free clotted 
blood in the peritoneal cavity, 

Let us consider the signs and symptoms of the 
acute ectopic cases in our series in more detail. 
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Pain.—This was present in all of the 53 acute 
ectopic cases and it was severe. It usually de- 
veloped in the lower abdomen and became sharp 
and severe, then changing in character to a 
marked nagging ache. Rectal pain or a feeling 
of fullness in the rectum was complained of by 
three patients. Shoulder pain was noted in only 
a few of the cases. 

Abdominal examination. — Abdominal resis- 
tance was a constant finding in all 53 acute cases. 
By this is meant tenderness and guarding on pal- 
pation rather than true rigidity, although in a 
few cases rigidity was in fact present. 

Shifting dullness was not looked for in all the 
cases, but in those cases in which percussion was 
performed (about 50%) this sign was always 
present. 

Vaginal bleeding.—This was present in only 25 
of 53 cases. It varied from a brownish stain to 
heavy bleeding with clots. Usually it approxi- 
mated a menstrual loss. 

Vaginal examination.—Tenderness on moving 
the cervix was present in 42 of the 53 cases, In 
three cases the patient was too ill to have this 
sign elicited. A pelvic swelling or mass was pal- 
pable in over half the cases (31 out of 53). En- 
largement of the uterus was noted in only 11 
cases and is not of much help in diagnosis be- 
cause it is a purely relative matter in any event. 

Temperature and leucocyte count.—In 39 of 
the 53 acute cases, the temperature on admission 
to hospital was normal or subnormal, but the leu- 
cocyte count was raised to over 10,000 in 47. 
That is to say, a definite leucocytosis was found 
in the presence of a normal or subnormal 
temperature. 

Amenorrhcea.—In just over half the cases there 
was no history of amenorrhoea. Therefore if a pa- 
tient has not missed a period it does not mean 
that the diagnosis of acute ectopic is less likely. 


CuHronic Ectopic PREGNANCY 


One hundred and forty-seven of the 200 cases 
were chronic in type;.that is, there was a clinical 
picture of slight internal blood loss and the 
patient was not acutely ill. 

A woman in the childbearing age, with or 
without amenorrhoea (more than half had no 
amenorrhoea ), develops a nagging pain or “sore- 
ness” in one or the other side of the lower ab- 
domen. Bleeding or staining per vaginam begins 
before or after the onset of pain. There is tender- 
ness on palpation of the lower abdomen, and on 
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bimanual examination a unilateral’ adnexal mass 
is usually palpable. The temperature is slightly 
raised and a leucocytosis is usually present. 

The diagnostic points in detail are as follows: 

Pain.—This was present in all the cases and was 
always in the lower abdomen—usually in one or 
other iliac fossa, but sometimes in the hypogas- 
trium. 

Abdominal examination. — Resistance — that is, 
tenderness and guarding on palpation of the 
abdomen — was present in less than 50% of the 
cases, 

Vaginal bleeding.—This was absent in only 23 
of the 147 cases. It varied considerably in amount. 
In some cases it was excessive enough to suggest 
an abortion and in others it was merely a brown- 
ish staining. This bleeding usually continues 
without interruption, and in one of the cases 
bleeding had persisted for 59 days. 

Vaginal examination.—Tenderness on moving 
the cervix is usually present (in over two-thirds 
of the cases) but there is always tenderness on 
pressure in the fornix on the affected side. A 
tubo-ovarian mass was felt in 104 cases and in 
the remainder (43 cases) no such mass was 
palpable, - 

Temperature and leucocyte count.—The tem- 
perature was almost invariably raised. In only 
one case was it below 98°F. on admission to 
hospital, It is usually somewhere between 99° 
and 100°F. The leucocyte count was below 8,000 
in only 4 cases and it averaged around 12,000. 

Amenorrhaea.—This was not present in more 
than half the cases and therefore is not much 
help in diagnosing a chronic ectopic. 


Dracnostic Arps IN Ecropic GESTATION 


(a) Examination under anzsthesia.—With the 
resultant relaxation it is possible in almost every 
case to palpate a tubo-ovarian mass. Sometimes, 


. however, a mass is not palpable because the case 


is a very early one and the mass in the tube too 
small to be detected, or because the tubal mole 
has escaped into the peritoneal cavity. 

(b) Needling of the pouch of Douglas.—A long 
needie attached to a 20 c.c. syringe is inserted 
through the wall of the posterior vaginal fornix 
into the cul de sac to obtain free blood by as- 
piration. This was done in 66 of the total number 
of cases. In all the acute cases except one in 
which it was performed free blood was obtained. 
At laparotomy in the exceptional case, the 
reason for failure was apparent; the front of the 
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rectum was adherent to the back of the uterus 
from the fundus downward, thereby obliterating 
the pouch of Douglas. In 6 of the 37 chronic cases 
in which needling was tried no blood was ob- 
tained. In spite of these failures we feel that this 
test is a very useful aid. 

(c) Biological tests—The Xenopus lzvis frog 
test may be used occasionally, as it was in one 
of our cases, but it must be remembered that 
the test will be positive only as long as there are 
actively functioning chorionic villi. 

(d) Dilatation and curettage.—This is done to 
obtain decidua which, if present without chori- 
onic villi, would suggest an ectopic, but this 
evidence is not definite enough. It is possible to 
perform a curettage and still miss chorionic villi. 

(e) Hysterosalpingography.—This was not per- 
formed in any of our cases because of the real 
danger of rupturing an unruptured ectopic, and 
because indefinite conclusions may be obtained. 


ApDED FACTORS WHICH MAY CONFUSE THE 

Diacnosis or Ecropic GESTATION 

(a) History of previous pelvic inflammatory 
disease.—This was obtained in only 24 of our 200 
cases. Instead of helping in the diagnosis of an 
ectopic, it may hinder by suggesting a diagnosis 
of “flare up” of the inflammation. 

(b) History of previous ectopic gestation.—In 
the 13 cases in which this history was obtained 
the diagnosis of the current ectopic was facili- 
tated. The patient herself made the diagnosis in 
at least three of the cases. 

(c) Presence of accompanying pelvic disease—. 
Uterine fibroids, ovarian cysts and pelvic endo- 
metriosis, when present with it, make the diag- 
nosis of ectopic much more difficult. 


MISTAKEN DIAGNOSES 
Of the 25 cases which were diagnosed in- 
correctly only two were acute ectopics. The 


original diagnoses in these two cases were as . 


follows: 

1. Ovarian cyst with a twisted pedicle.—There 
was a definite cystic tumour in the pelvis on the 
right side. The patient gave no history of amen- 
orrhoea, The pouch of Douglas was needled and 
a clear straw-coloured fluid was obtained. This 
case turned out to be a secondary abdominal 
pregnancy; the aspirating needle had entered the 
amniotic sac, 

2. Acute appendicitis—There was ne vaginal 
bleeding and the abdominal pain was _ peri- 
umbilical but there was resistance in the right 
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iliac region. No mass was palpable per vaginam 
and although there was some tendemess in the 
right fornix it was not as marked as that at 
McBurney’s point. 

Of the 23 chronic ectopics, seven were mis- 
takenly diagnosed as chronic pelvic inflammatory 
disease, One of these patients while in hospital 
developed a sudden severe pain and the other 
signs of an acute ectopic with concomitant mas- 
sive internal hemorrhage. We feel on looking 
over these cases retrospectively that the original 
diagnosis of chronic pelvic inflammatory disease 
was not justifiable. 

In four cases a diagnosis of benign uterine 
bleeding was made, and in each instance the 
patient had been bleeding intermittently for a 
prolonged time. At operation the chronic ectopic 
had obviously been present for many weeks. 
These patients also invariably had histories of 
varying degrees of dysmenorrhcea for years which 
confused the interpretation of the symptom of 
pain due to the ectopic gestation. The remaining | 
12 cases which all proved to be ectopics were 
diagnosed as follows. No apology is offered fot 
these mistakes because the signs and symptoms 


were sufficient, in our opinion, to justify the 
original diagnoses at the time of admission to 
hospital. 

1. Fibroids undergoing red degeneration.—The 
patient had lower abdominal pain and fibroids 
which were tender on bimanual palpation. 


2. Acute appendicitis (2 cases).—(a) No va- 
ginal bleeding. Crampy abdominal pain just 
below umbilicus. Unusual amount of vomiting. 
Tenderness and resistance over McBurney’s 
point. Hb. 80%; erythrocyte count 4,300,000 and 
white cell count 13,000. 

(b) Pain in R.I.F. intermittently for 2 years. 
L.M.P. 10 days before admission. Non-tender 
plum-sized mass in the left fornix which was 
thought to be a prolapsed cystic left ovary but 
which turned out to be a tubal mole. 

3. Renal calculus and menstruation.—The pain 
was supra-umbilical, radiating to the flank. The 
urine contained red cells in the catheter 
specimen. 

4, Hematoma of broad ligament.—This patient 
had been delivered by forceps three months be- 
fore admission, and immediately post partum had 
suffered severe lower abdominal pain, Examina- 
tion on present admission revealed a large, firm, 
tender, immobile mass in the pouch of Douglas 
extending laterally. 
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5. Incomplete abortion and ovarian cyst.—This 
case turned out to be a double pregnancy, i.e. 
intrauterine incomplete abortion and a chronic 
ectopic which had been thought to be an ovarian 
cyst. 

6. Septic abortion.—Irregular vaginal bleeding 
for one week before admission with lower ab- 
dominal pain, diarrhoea and vomiting. Tempera- 
ture 102°F., white cell count 23,000. Suprapubic 
mass tender an palpation. 

7. Retroverted gravid uterus and threatened 
abortion.—The Xenopus levis frog test was nega- 
tive. Examination under anesthesia then sug- 
gested an ectopic. 

8. Pelvic abscess.—(a) Acute abscess, Tempera- 
ture 103°F. Nightly chills. Bleeding per vaginam 
had persisted for 10 days. White cell count 
18,000; abdominal tumour and a large swelling 
in the pouch of Douglas. Old blood mixed with 
pus was obtained from the pouch of Douglas— 
an infected haematoma due:to an ectopic. (b) 
Chronic abscess. A known case of previous 
chronic pelvic inflammatory disease which at 
laparotomy showed a chronic pus tube on the 
left side and a tubal mole on the right. 

9. Ovarian cyst.—Two cases in which a follicu- 
lar cyst of an ovary (the size of an orange and 
a plum respectively) led us into not suspecting 
an ectopic. 

10. Chocolate cyst—endometriosis.—_Dysmenor- 
rhoea and a firm, more or less fixed and not par- 
ticularly tender, unilateral pelvic mass were the 
misleading factors in this case of chronic ectopic. 


SUMMARY OF DIAGNOSTIC POINTS - 


Pain.—This is invariably present and severe in 
the acute ectopic and to a lesser or greater extent 
in the chronic ectopic. 

Abdominal examination.—Tenderness on palpa- 
tion is a constant finding. 

Vaginal bleeding.—This may be absent in the 
acute case but it is almost invariably present in 
the chronic ectopic. 

Vaginal examination._Tenderness on pressure 
on the affected side is always present, 

Temperature.—This is usually normal or sub- 
normal in the acute case and almost always 
raised in the chronic case. 

Leucocyte count. — Leucocytosis is almost al- 
ways present in ectopic gestation of both types. 

Amenorrheea.—In about half of all the cases 
there is no amenorrhcea and this symptom should 
not be stressed. . 
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Examination under anzsthesia—A tubo-ova- 
rian mass can be felt in almost all cases. 

Needling of the cul de sac.—This is a valuable 
aid in diagnosis, but a negative finding does not 
exclude an ectopic. 


CONCLUSIONS 


1. Lower abdominal discomfort and some 
anomaly of uterine bleeding suggest an ectopic 
gestation. 

2. If a woman of the childbearing age has 
severe lower abdominal pain, a tender vaginal 
fornix and signs of internal hemorrhage, the 
diagnosis is likely to be acute ectopic even if 
there be no amenorrheea, no vaginal bleeding, no 
leucocytosis, no fever and no palpable mass. 

3. If a woman in the same age period has low 
abdominal pain or soreness, a tender vaginal 
fornix, however slightly so, and irregular vaginal 
bleeding or brownish discharge, the diagnosis 
is likely to be chronic ectopic even if there be 
no amenorrhoea, no anzemia, no leucocytosis, no 
fever, no palpable mass, or no blood obtained on 
needling the pouch of Douglas. 

4, When in doubt examine the patient under 
an anesthetic and needle the pouch of Douglas. 
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DERMOID CYSTS 


Congenital dermoid cysts are complex in nature, usu- 
ally containing elements of all three germinal layers, 
the ectodermal one being as a rule the most prominent. 
They are most commonly found in the — or testis. 
Two theories have been advanced to explain their origin. 
The blastomere theory holds that they arise in cells 
separated from the developing blastomere and _ later 
stimulated to grow through some chemical or hormonal 
stimulus. The second theory, explaining the frequency 
of their occurrence in the ovary, suggests that they arise 
through abnormal development a unfertilized ova. 
The blastomere theory explains the development of 
dermoid cysts along the lines of embryonic fusion (mid- 
ventral and mid-dorsal lines and branchial clefts). 

A series of 146 dermoids seen at the Lahey Clinic 
from 1930 to 1952 is discussed by Colcock et al. of 
these 100 (68.5%) involved the ovary, 24.6% involved 
the head and neck and the remaining 6.9% were located 
in the chest and pelvis. 

Ovarian dermoids are usually symptomless, being dis- 
covered on physical examination or when the abdomen 
is opened for some unrelated cause. Rarely they may 
give rise to pain and more rarely they may be subject 
to torsion or rupture. They are frequently bilateral. Non- 
ovarian dermoid cysts usually are evident as a super- 
ficial mass. ; 

Dermoids are usually simple cysts, lined by squamous 
epithelium and filled with sebaceous material. Hair is 
present in 50%. Teeth or bone may also occur and lead 
to roentgenological diagnosis. Approximately 1% of 
dermoids become malignant. Treatment is by complete 
excision; if excision. is incomplete recurrence is likely.— 
New England J. Med., 252: 373, 1955. 
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CHORIO-EPITHELIOMA AND 
MALIGNANT HYDATID MOLE 


LLOYD W. JOHNSTON, B.Sc., M.D., 
F.A.C.S., Lethbridge, Alta. 


THERE SEEMS to be a great deal of confusion in 
the literature, due to the various terms used to 
describe these neoplasms. Malignant hydatidi- 
form mole has been called destructive pla- 
cental mole, invasive mole and chorio-adenoma, 
destruens. Chorio-epithelioma has been referred 
to as chorioma or as chorio-carcinoma. In order 
to try to lessen the confusion the following 
comparative summary has been constructed and 
from here on only the terms chorio-adenoma 
destruens and chorio-carcinoma will be used. 
Benign hydatid mole and syncytioma have only 
heen included in the table in order to complete 
the group. 


TABLE I. 


Chorio-adenoma destruens 
(malignant hydatid mole) 


Benign hydatid mole 








Preserved villus pattern. 
preserved. 
Excessive 


Moderate trophoblastic prolifera- 
1 overgrowth. 


tion. 


Increased connective 
tissue core. 


Stromal cedema. 
Scanty blood vessels. 
Bloodstream metastasis (causes no 


trouble). rare. 


Invasion of uterine wall 


without destruction. 
Prognosis—good if 
treated. 


Prognosis—good. 


Choric-adenoma destruens is characterized by 
the fact that the villus pattern is preserved, with 
an excessive trophoblastic overgrowth and an in- 
creased connective tissue core. Distant metastases 
are rare. It invades the uterine wall locally and 
as a result there is a tendency to perforation and 
death from intraabdominal hemorrhage. The 
prognosis is good if the condition is treated by 
hysterectomy. 

Chorio-carcinoma, on the other hand, is charac- 
terized by the loss of villus pattern in almost 
every case. Masses of trophoblasts invade and 
destroy the uterine musculature with result- 
ing hemorrhage and coagulation necrosis. The 
anaplastic activity of the tumour cells should be 
mentioned here. However, Novak and Seah’ re- 
port a number of chorio-carcinomas which have 
metastasized and killed, but in which the cells 
were remarkably mature and well differentiated, 


Villus pattern usually 


trophoblastic 


Bloodstream metastasis 
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with no mitosis and no hyperchromatosis, Blood 
stream metastases to the lungs, liver and brain 
are common. Park and Lees? describe it as “an 
acutely dangerous tumour, probably the most 
rapidly killing in the whole field of pathology.” 

Chorio-adenoma destruens and chorio-carcin- 
oma are very rare tumours which in the majority 
of cases arise from chorionic epithelium. There 
has been general agreement that roughly 50% 
follow hydatidiform moles, 25% abortions and 
25% full-term pregnancies, However, Novak and 
Seah! in their recent report on 74 cases of chorio- 
carcinoma note that 39.2% followed hydatidi- 
form moles and that 37.8% followed abortions. 
It is thought that about 1-2% of hydatidiform 
moles become malignant. 

These growths may occur at any age during 
the childbearing period. Durburg* reports a case 


‘in an 18-year-old; Novak and Seah! report 8 cases 


Chorio-carcinoma 


Syncytioma 
(Chorio-epithelioma) 


(Syncytial endometritis) 





Loss of villus pattern. No villus pattern. 
Trophoblastic 


Clumps of normal tropho- 
overgrowth. 


blasts infiltrate along tissue 
spaces. 

Inflammatory reaction 
present. 


Anaplastic tumour cells? 
Bloodstream metastasis 
common. 

Invasion, destruction and 
necrosis of uterine muscle. 
Prognosis—very 

poor. 


No destruction of muscle. 


Prognosis—very good. 


of chorio-carcinomas in girls under 20 years of 
age. Medina and Salvatore,‘ on the other hand, 
report a case in a 66-year-old patient whose last 
pregnancy occurred 26 years previously and who 
had been past the menopause for 14 years. 
The primary lesion usually occurs in the body 
of the uterus, but may arise from an ectopic 
pregnancy or a teratoma. Oliver and Horne® 
added a case after ectopic pregnancy to the 13 
they had found in the literature up to 1948, 
Park and Lees? point out some interesting 
peculiarities which distinguish these lesions from 
all other neoplasms. Occasionally there is appar- 
ently no primary lesion, This writer has seen a 
case where the uterus was removed about three 
months after evacuation of a hydatidiform mole. 
No primary lesion was found in the uterus but 
the patient died shortly afterward of metastases to 
lungs, liver and brain. Complete spontaneous re- 
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gression of a frank cancer is extremely rare, but 
it does occasionally occur in cases of chorio- 
carcinoma, Except for rare cases in teratomas, it 
only occurs during or after pregnancy. It is 
always associated with hormonal changes. There 
is little difference as regards celi type between 
a chorio-adenoma which shows little invasion and 
a chorio-carcinoma. The cells have a different 
genetic constitution from that of the host. Park 
and Lees? state that it always kills within 12 
months of diagnosis or not at all. However, 
Novak and Seah’ reported two cases that did 
survive more than a year. 

In making the diagnosis the history of ab- 
normal bleeding after an abortion or a confine- 
ment or the passage of mole tissue should always 
make one think of a chorio-adenoma destruens 
or a chorio-carcinoma. An enlarged boggy uterus 
and enlarged bilateral cystic ovaries may be of 
significance, .On the other hand, vaginal meta- 
tastic lesions may be the first indication of 
trouble. Biological tests can be of value in estab- 
lishing the diagnosis. There is, however, a danger 
of placing too much reliance on them. Park 
and Lees? stress that “all that an Aschheim-Zon- 
dek reaction affirms is that one of the conditions 
that produce a reaction to the A-Z test is present. 
The decision whether this condition is specifi- 
cally pregnancy or chorio-carcinoma or other 
states, depends upon the clinical findings.” 

Putting too much reliance on a biological test 
will only lead to a needless sacrifice of uteri. 


Klempner® emphasizes the importance of 
making the diagnosis on the clinical and patho- 
logical data since the degree of malignancy is 
not necessarily reflected by the intensity of the 
pregnancy reaction, He reports a case of a be- 
nign hydatidiform mole where the spinal fluid 
gave a positive Aschheim-Zondek test. Schugt’ 
reported a case of chorio-epithelioma in which 
the Aschheim-Zondek tests were negative. Others 
have reported positive pregnancy tests in spinal 
fluids in normal pregnancies, Hence, while bio- 
logical tests are valuable, they must never be 
considered entirely dependable, whether done 
on the urine, blood or spinal fluid. 

The gross and microscopic appearance of ma- 
teria] obtained from curettage may make one at 
least suspect a malignant change. Occasionally, 
however, the tumour may have invaded the 
uterine wall to such an extent that it is missed by 
the curette, no matter how thoroughly the pro- 
cedure is carried out. Novak and Seah’ point 
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out that making a diagnosis of chorio-carcinoma 
from curettings alone is rather hazardous and 
note that the correct diagnosis was made in only 
13 of 74 cases. 

In the treatment of these lesions let us first 
consider chorio-adenoma destruens. It has 
already been pointed out that the prognosis is 
very good in these cases. Total hysterectomy is 
the treatment of choice. In the young woman, 
preservation of at least one normal ovary seems 
rational. Postoperative deep x-ray therapy is not 
indicated but the patient should be followed up 
for at least one year. 

In the case of chorio-carcinoma total hysterec- 
tomy and bilateral salpingo-oophorectomy is ad- 
vocated, although Stearns® feels that unless the 
ovaries are definitely involved they should be 
preserved. When we know that spread to the 
ovaries is rare and that death is usually due to 
distant metastasis, leaving the ovaries does seem 
to be a logical procedure. In the event that 
metastasis has already occurred, removal of the 
primary lesion is still indicated, since occasionally 
spontaneous regression of the metastatic lesions 
does occur. Postoperative deep x-ray therapy to 
the pelvis has fiot been proved valuable. How- 
ever, it may help in the control of secondaries 
in the inoperable patient. Levi and Haig® report 
two cases in which they felt that x-ray therapy 
led to regression: of the primary tumour with 
spontaneous disappearance of pulmonary meta- 
stases. Stearns* feels that cestrogenic hormonal 
therapy is valuable for cases of metastatic spread. 


CasE 1 


On July 16, 1952, G.B., a 25-year-old, para 3, gravida 
4 was admitted at about 2% months’ gestation because 
of vaginal bleeding. The fundus was not palpable. She 
was treated as a case of threatened abortion and was 
discharged in a week with no cramps or flow. The follow- 
ing day she was readmitted passing large blood clots. A 
dilatation and curettage was done and the pathologist re- 
ported: “products of conception with acute inflamma- 
tion.” She was discharged in five days as cured. Four 
weeks later, on August 25, the wae was readmitted 
because of intermittent vaginal bleeding and a history 
of severe hemorrhage just before admission. The uterus 
was described as being soft and boggy and about the 
size of a two months pregnancy. The cavity was ex- 
plored and hydatidiform mole tissue obtained. She was 


‘discharged, but readmitted three weeks later in shock 


with severe uterine cramps and excessive bleeding. Her 
condition improved, but while she was being treated for 
severe blood loss, she went into shock again with evi- 
dence of intraabdominal hemorrhage. At laparotomy 
an estimated 600 c.c. of blood was found in the abdom- 
inal cavity. The uterus was enlarged and boggy. The 
right cornu, upper two-thirds of the fundus and right 
ovary were hyperzmic in colour, and a clot was ——e 
from the right broad ligament below the ovary. A bran 

of the uterine artery was spurting. The left ovary and 
fallopian tube appeared normal. A total hysterectomy 
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and right salpingo-oophorectomy was performed. The 
patient made an uneventful recovery. The Canadian 
Tumour Registry reported the lesion as a “malignant 
or invasive hydatidiform mole.” She was last examined 
on April 26, 1954, one year and seven months after the 
operation. She felt well and had no complaints of any 
kind. On bimanual examination, however, there was a 
soft, rather tender mass on the right side of the pelvis. 
The left adnexa felt normal. The Aschheim-Zondek test 
was negative, as was a chest radiograph. 


CasE 2 


On February 2, 1953, G.L., a 31-year-old, para 3, 
gravida 5 was admitted because of vaginal hemorrhage. 


According to the time of her last normal period she 


should have been 12 weeks pregnant. However, there 
was a soft, boggy tumour in the lower abdomen about 
the size of a 20 weeks’ gestation. The patient had felt 
no movement, the fetal heart was not heard and a 
radiograph showed no fetal parts. An Aschheim-Zondek 
test was reported as positive. The patient continued to 
bleed, but there was no evidence of mole tissue being 
passed. The cervix was firm, thick and not dilated. In 
spite of having received 2,000 c.c. of whole blood, her 
hemoglobin level was only 9.15 gm., and her red cell 
count 2,940,000. A diagnosis of hydatidiform mole was 
made and, because of the anemia and unripe cervix, it 
was decided that a hysterotomy was the safest method 
to use in emptying the uterus. At operation on February 
19, 1953, large bilateral cystic ovaries were found. The 
uterus was emptied of a considerable amount of mole 
tissue, care being taken to prevent spill into the ab- 
dominal cavity. The patient made an uneventful recov- 
ery and was re-examined on March 80, 1953, 54% weeks 
after the hysterotomy. She felt fine and gave a history 
of having had a normal period four weeks after the 
operation. An Aschheim-Zondek test was reported as neg- 
ative. On May 4, 1953, however, she was readmitted to 
hospital because of persistent bleeding of about three 
weeks’ duration. A pelvic examination was essentially 
negative. An Aschheim-Zondek test on the urine was re- 
ported as positive. A diagnostic dilatation and curettage 
was done. The pathologist reported finding large cells 
with hyperchromic nuclei which appeared to be degen- 
erated decidual cells. He felt, however, that they could 
be abnormal trophoblastic cells. 

On May 11, 1953, a total hysterectomy and left sal- 
pingo-oophorectomy was performed. On opening the 
uterine cavity a-plaque-like thickening was found on the 
posterior wall of the cavity to the right of the midline, 
which measured 1 cm. in its greatest dimension. It was 
mottled red and yellow. There was no evidence of exten- 
sion or metastases to the ovaries. 

The diagnosis of “malignant invasive hydatidiform 
mole” was agreed upon by the Canadian Tumour 
Registry consultants. 

The patient made an uneventful recovery. A chest 
radiograph showed no metastases. An Aschheim-Zondek 
test on the urine repeated 9 days after operation was 
reported as negative, and has remained negative ever 
since. The patient was last seen about one year after 
operation, when there was no evidence of recurrence or 
metastases on physical examination or on a repeat chest 
radiograph. 


CasE 3 


On February 2, 1951, this 22-year-old, para 2, gravida 
83 was admitted at 24 weeks’ gestation because of vaginal 
bleeding of three weeks’ duration. She had felt no move- 
ment and the uterus was only the size of a 16 weeks’ 
pregnancy. A diagnosis of missed abortion was made and 
medical induction was carried out. Three days later she 
developed uterine cramps and passed large clots and 
placenta-like tissue. She was considered to have had a 
complete abortion and was discharged. However, she 
continued to spot and have a brown discharge for seven 
weeks. She was readmitted on April 3, 1951, following a 
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moderate hemorrhage. A dilatation and curettage was 
done and the pathologist reported “degenerate decidua.” 
About seven weeks later, on June 1, 1951, she was re- 
admitted because of a persistence of the intermittent 
spotting and bleeding. Dilatation and curettage was re- 
peated. This time the pathologist found evidence of 
chorionic villi as well as degenerate decidua. 

On August 21, 1951, 11% weeks after the last dilata- 
tion and curettage, she was again admitted with a history 
of continued bleeding, which had become rather profuse 
in amount just before admission. The fundus was pal- 
pable 3-4 cm. above the symphysis pubis. The cervix was 
soft and closed..The uterus was boggy and estimated to 
be the size of a 9-10 weeks’ gestation. An Aschheim- 
Zondek test on the urine was reported positive in dilu- 
tions of 1 in 50 and 1 in 100, while an Aschheim-Zondek 
test on the spinal fluid was reported negative. There was 
some question whether this was a new pregnancy or a 
continued complication of the abortion. 

Finally on August 31, 1951, another dilatation and 
curettage was performed. The pathologist suspected 
chorio-epithelioma from the material obtained, but could 
not be definite. Then more material was obtained with 
a repeat curettage, and a diagnosis of chorio-epithelioma 
was made. On September 29, 1951, a total hysterectomy 
and bilateral salpingo-oophorectomy was done. The pa- 
tient made an uneventful recovery. A diagnosis of chorio- 
epithelioma was made by our pathologist, Dr. A. R. 
Bainborough, and was confirmed by all the consultants of 
the Canadian Tumour Registry and by Dr. Emil Novak, 
chairman of the Mathieu Memorial Registry of Chorion- 
epithelioma, American Association of Obstetricians, Gyne- 
cologists and Abdominal Surgeons. A complete examina- 
tion on April 3, 1954, two and one-half years after the 
hysterectomy, showed no clinical, atickcaical or bio- 
logical evidence of recurrence or metastasis. The patient 
appeared healthy and seemed very well adjusted. She 
had required no cestrogen replacement therapy. She had 
noted a definite increase in libido and claimed to always 
have an orgasm on coitus—something that had only hap- 
pened once or twice before the hysterectomy. 


The first of these cases is interesting because 
of the development of the complication of uterine 
perforation and intraabdominal hemorrhage, 
which is as a rule the cause of death in chorio- 
adenoma destruens, There is also the problem 
of the soft tender mass in the right side of the 
pelvis, which at the time of the last examination 
was causing no signs or symptoms. 

In the second case it is interesting to note that 
the patient had a normal menstrual period about 
four weeks after the hysterotomy. She then de- 
veloped abnormal uterine bleeding within only 
ten days of a negative Aschheim-Zondek test, 
done 514 weeks after the hysterotomy. 

The last patient is fortunate to be alive and 
well after two and one-half years, particularly 
with a history of abnormal bleeding for nearly 
eight months between the abortion and the hys- 
terectomy. It makes one wonder as to the correct- 
ness of the diagnosis. However, I see no other 
reason to doubt it, particularly when it was con- 
firmed by such well-recognized authorities. 

It is also interesting to note the increase in 
libido. Granted that the removal of the uterus 
relieved her of the fear of pregnancy, neverthe- 
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less it does indicate that the ovaries are not essen- 
tial for a normal sexual life in a young person. 


SUMMARY 


This has been a brief review of chorio- 
epithelioma, A comparative summary has been 
developed to help to lessen the confusion as 
to the difference between chorio-adenoma de- 
struens and chorio-carcinoma. Three cases have 
been presented, two with a diagnosis of chorio- 
adenoma destruens and the third with a diagnosis 
of chorio-carcinoma. All patients are alive and 
well at the present time. 
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THE PRESENT STATUS OF THE 
FENESTRATION OPERATION* 


G. ALEXANDER FEE, M.D., Toronto 


THE FENESTRATION OPERATION for deafness is not 
new. It was first attempted in 1896 by Passow. 
Jenkins and Barany also experimented with this 
procedure. These early workers were dis- 
couraged by infection of the labyrinth which 
often produced a labyrinthitis and sometimes 
fatal meningitis. This difficulty disappeared with 
the advent of chemotherapy and improved tech- 
niques. Another cause of failure in the early 
days was that most of the windows closed over 
with new bone. Holmgren, who first started to 
work on the problem in 1916 and was the first 
to produce successful hearing improvement, 
stated in 1988 that the fistulas remained open 
only occasionally. Sourdille, working with 
Holmgren, first used a microscope for the opera- 
tion, developed the idea of sealing off the cavity 
with a skin flap attached to the drum, and first 
brought the operation to America. In 1938 
Lempert devised his one-stage endaural opera- 
tion which made the procedure more practical, 
but closure of the window still remained a big 
problem. Since that time research by Sham- 
baugh, Lempert, Sullivan, Lindsay and others, 
using the monkey, has disclosed the main factors 
influencing osteogenesis after fenestration. 
Shambaugh lists these six factors as follows: 


Pa the Department of Otolaryngology, University of 
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1. Careful removal of all bone dust by con- 
tinuous irrigation and suction when making the 
window. 

2. Wide exposure of the enchondral layer of 
bone surrounding the window. 

3. Fitting the skin flap to the edges of the 
window tightly, as epithelium has an inhibitory 
effect on osteogenesis. 

4. Avoiding any injury or stripping of the 
endosteum at the edge of the window. 

5. The prevention of fibrosis in the window. 
This is accomplished by care in handling the 
flap, haemostasis and avoidance of infection. 

6. Polishing the margins of the window, as a 
polished surface grows new bone less readily 
than an unpolished surface. 

By careful attention to these conditions, 
closure of the window is no longer frequent. 

A third cause of failure is postoperative serous 
labyrinthitis. This is a sterile inflammatory re- 
action of the inner ear, which is extremely sensi- 
tive to trauma or irritation. It can be produced 
by traumatic inflammation of the covering skin 
flap, with exudation of blood and serum into 
the labyrinth. Any infection in the postoperative 
cavity, while it cannot invade the sealed-off 
labyrinth, can accentuate the sterile reaction. By 
careful handling of the skin flap and attention 
to hemostasis and antiseptic technique, this re- 
action can be minimized, and its effect is 
transient. If the reaction is more severe, it will 
cause some permanent change and the result 
will be disappointing. This is the cause of most 
of the failures occurring at the present time. The 
development of anzsthetic techniques that mini- 
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mize bleeding has been helpful. Recently the 
use of a split-thickness graft has been tried in 
Europe, and is promising, though still in the 
experimental stage. There is little inflammatory 
reaction to irritate the labyrinth, and no bleed- 
ing, and there are no bone spicules on it. It is 
thinner than the flap used at present and, as a 
result, gives a little higher level of hearing. 


TABLE I. 


2 
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Table I shows the results in 23 cases operated 
on two years or more ago; 65% have maintained 
satisfactory improvement. It is interesting to 
compare their recent postoperative hearing level 
(2-4 years) with their level at one year. The 
average change was 0.5 decibels. In only one 
case was there any significant drop and this was 
of 8 decibels. 


(se a Rn RRR ORAS SL SSE SAT OS PCN ASSESSES ASR SCA - As SPE ORE SENN 2 SRSA 
CasEs OPERATED ON OVER 2 YEARS AGO 


Average Deb. loss 

512, 1,024, 2,048 

Preop. Postop. 
Yr. Recent 


Date of 
surgery 


16/ 3/50 
14/ 4/50 
20/ 4/50 


11/ 5/50 

7/11/50 
12/ 6/51 
31/10/51 


13/11/51 
15/11/51 
20/11/51 
27/11/51 

4/12/51 


46 
48 
44 


36 
34 
40 


46 
33 
26 
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8/ 9/52 


RESULTS 


Tables I and II indicate the results ob- 
tained in 46 cases. Forty-nine patients were 
operated upon, but three are omitted from the 
series as they had moved away and were not 
available for recent tests. All have had a post- 
operative period of a year or more. All cases 
were given two audiometer tests for speech and 
pure tone preoperatively, and this was repeated 
at intervals postoperatively. It has been custom- 
ary to divide the cases into three groups, A, B 
and C, according to suitability for operation. 
While these figures are useful for the individual 
surgeon in assessing a case, I feel that an opera- 
tion must stand on its over-all results; therefore 
in this report all cases accepted for surgery are 
included in one group. Of 46 fenestrations done 
from one to four years ago, 35 or 76% are satis- 
factory. 


Average 
change 


+10 


Time 

since 

opern. 
yrs. mos. 


- Complications 


4 Facial weakness—2 weeks 
4 Closure in 4 months—revised later 
with good results. 


— 


SCOP RPOIAAANWONDWOO Oh 


Closure in 5 months—revised, now 
good 9 months. 
Tear in flap 


Severe dizziness 3 weeks 
Tinnitus in afternoon for 3 mos. 


Draining for 1 year 


4 
4 
4 
4 
4 
3 
3 
2 
2 
2 
2 
2 
2 
2 
2 
2 
2 
2 
2 
2 
2 
2 
2 


Table II shows the results in 23 cases operated 
on since November 1952, using Lempert’s in- 
vagination method and improved « anesthetic 
technique to minimize oozing. Of this group, 
20 (80%) have maintained satisfactory improve- 
ment for a year or more and the level of hearing 
is better than in the earlier group. 


COMPLICATIONS 


There have been no deaths or serious compli- 
cations. Slow healing with secretion for some 
months was the most annoying difficulty and 
occurred in 5% of the cases. One patient had 
facial weakness for two weeks due to cedema. 
Postoperative dizziness has not been a serious 
difficulty, usually being well controlled with 
Dramamine (dimenhydrinate N.N.R.) when it 
occurred, and disappearing in two or three 
weeks. While some of the patients noticed a 
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slight transient dizziness on quick movement for 
some months, this was not a serious source of 
complaint. In only one case was the hearing 
worse in the operated ear. 

One of the interesting things about the suc- 
cessful cases is the improvement in the general 
health of these patients. Very few people with 
normal hearing realize what a heavy psycho- 
somatic load a hearing loss can be. There is the 
continual strain of trying to catch what is said, 
and the worry about being cut off from the 
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it does not relieve him of the knowledge that 
he is handicapped or the fear that he may be- 
come totally deaf; in fact, it accentuates this 
fear, as his loss seems greater in contrast when 
he takes off the aid. In addition to the bother 
of batteries and mechanical failures which may 
occur in even the best instrument, its use is re- 
stricted. There is also the fact that many hard-of- 
hearing patients have been trying to hide their 
disability for years and resent making this 
handicap apparent by wearing an aid. 








TABLE II. 
CasEsS OPERATED ON LEss THAN 2 YEARS AGO 
Date of Average Deb. loss Time since Satis- 
Case Age oe 512, 1,024, 2,048 Average opern. Complications factory 
oere Preop. _Postop. change yrs. mos. result 
1 48 11/12/52 40 38 +2 1 8 Intermittent dizziness No 
2 19 4/12/52 38 20 +18 1 8 Yes 
3 50 20/11/52 55 41 +14 1 9 No 
4 40 18/11/52 55 21 +34 1 9 Yes 
5 23 8/10/52 65 42 +23 1 10 No 
6 37 8/ 1/53 51 26 +25 1 7 Yes 
7 42 15/ 1/53 53 25 +28 1 7 Yes 
8 35 5/ 2/53 43 25 +18 1 6 Persistent discharge Yes 
9 22 17/ 2/53 46 30 +16 1 6 Intermittent discharge Yes 
10 20 17/ 3/53 40 18 +22 1 5 Discharge Yes 
11 38 26/ 3/53 51 20 +31 1 5 Yes 
12 30 7/ 4/53 48 30 +18 1 4 s Yes 
13 38 30/ 4/53 65 23 +42 1 4 Yes 
14 29 5/ 5/53 50 31 +19 1 3 Granulations Yes 
15 35 21/ 5/53 56 15 +41 1 3 Some secretion Yes 
16 51 25/ 5/53 50 35 +15 1 3 Yes * 
17 39 28/5/53 53 30 +23 1 3 Yes 
18 27 4/ 6/53 45 30 +15 1 2 Yes 
19 48 23/ 6/53 55 25 +30 1 2 Yes 
20° +38 25/ 6/53 55 30 +25 1 2 Yes 
21 22 17/ 9/53 55 30 +25 1 0 Yes 
22 3 24/ 9/53 60 35 +25 1 0 Drainage—5 months Yes 
23 33 1/10/53 56 30 +26 1 0 Yes 
group or being considered stupid. All of these CONCLUSION 


factors help to produce a chronic nervous state. 
Almost all of the patients operated on showed 
some evidence of nervous strain. Sometimes the 
family physician advises them not to have the 
operation or attempt to wear a hearing aid be- 
cause they are too nervous, without realizing 
that it is the hearing loss that is the cause of 
this condition in most cases. 

Three of these patients had had serious 
nervous breakdowns. A number of others were 
run down, and showed evidence of nervous in- 
stability. In all cases where a hearing improve- 
ment was obtained, the nervous instability and 
tension disappeared. From the patient’s point of 


view a successful operation is much more satis- . 


factory than a hearing aid in relieving this 
tension. While an aid enables him to hear better, 


The fenestration operation has been discussed 
in the light of four years’ experience and a care- 
ful review of the literature. It has now reached 
a stage where complete closure of the window 
is infrequent. The patient must still accept some 
risk of failure due to other causes, but the opera- 
tion is free from serious complications, There is 
no doubt that enough patients get adequate 
lasting improvement to make the operation well 
worth trying in all suitable cases of otosclerosis. 
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PREGNANEDIOL ASSAYS 
AND THE 
ABORTION PROBLEM* 


T. B. ROBSON, M.D. and 
A. G. GORNALL, Ph.D., Toronto 


PROGESTERONE is known to be secreted by cells of 
the corpus luteum and placenta. It may be 
formed in, but normally is probably not liberated 
from, the adrenal cortex. 
Browne” * * showed that periods of progesterone 
secretion coincide with the excretion of pregnane- 
diol in the urine, and Dorfman et al.* concluded 
that pregnane-3 a, 20 a-diol is normally the main 
metabolite of progesterone that appears in the 
urine. 

Venning’s pregnanediol assay*:* involves the 
extraction, separation and gravimetric measure- 
ment of sodium pregnanediol glucuronide. The 
precipitate contains pregnenolone glucuronide as 
well. Care must be taken to avoid enzymatic 
splitting of the complex before analysis. When 
less than 10 mgm. of pregnanediol are present, 
the analysis requires considerable skill, and quan- 
tities of 2 to 4 mgm. in a 24-hour urine may be 
missed altogether. 

Analyses of free pregnanediol are based on 
the procedures of Astwood and Jones’ and Talbot 
et al.® There are “short” methods such as those 
of Guterman and Schroeder? and Sommerville 
et al.° which give close to the true values when 
the levels are above 10 mgm. per day. With lower 
values, however, accuracy tends to fall off. To 
some extent the poorer recovery of pregnanediol 
at low concentrations is offset by interfering 
substances in the rather crude residues obtained. 
Accuracy down to a level of about 2 mgm. per 
day can be obtained with the “long” methods 
such as that of Sommerville e¢ al.,11 but the 
assay requires two days and so has been used 
mainly for research purposes. The precipitated 
pregnanediol, while much purer, still contains 
some allo-pregnane-3 a, 20 a-diol, Chromato- 
graphic separation has been used’ ** to give a 
purer product, but for quantitative work requires 
careful control of the adsorbing agent. 

Normal values for pregnanediol excretion 
during the luteal phase of the menstrual cycle 
and during pregnancy have been determined by 
several workers! ® 13-23 and the results are gen- 


*From the Department of Pathological Chemistry, Uni- 
versity of Toronto. 


Venning and’ 
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erally in agreement. At approximately the middle 
of a normal cycle pregnanediol appears in the 
urine in amounts exceeding 1 mgm. per day. It 
may rise to levels of 10 mgm. per day, but 
usually averages about 5 mgm. and then falls 
to low levels just prior to menstruation, In the 
first trimester of pregnancy the level of urinary 
pregnanediol can rise as high as 25 mgm. per 
day, but may not exceed the range of excretion 
that occurs in the luteal phase of the menstrual 
cycle. Beginning about the 12th week of preg- 
nancy there is normally a rather clear-cut, steady 
increase in urinary pregnanediol excretion, which 
reaches a maximum between 30 and 100 mgm. 
per day usually in the last month of pregnancy. 
Post partum the urinary pregnanediol normally 
disappears in 24-48 hours. 

Several attempts have been made to correlate 
deviations from the normal pregnanediol output 
with disturbances in gestation. Browne et al.* *4 
suggested that abortions in early pregnancy may 
be due to a delay on the part of the placenta 
in taking over progesterone production from the 
waning corpus luteum, Smith and Smith** *° re- 
ported that a decrease in urinary pregnanediol 
occurs in the pre-eclamptic patient. Guterman*’ 
has reviewed the more recent literature on these 
subjects and on the merits of hormonal therapy. 

This report describes the results of urinary 
pregnanedio]l assays by a “long” method in nine 
women throughout a normal pregnancy, nine 
cases of habitual abortion and 40 cases of 
threatened abortion. 


METHOD 


The pregnanediol assay used in this study is basically 
that of Sommerville et al.11 with a modification in urine 
decolorization suggested by Hoyt and Levine?* which 
reduces the number of precipitations required from three 
to two. At levels above 2 mgm. per day this procedure 
will recover 90% of free pregnanediol added to male 
urine and reduce interfering material to less than 1 
mgm.; duplicate agreement in 100 consecutive analyses 
was + 3% of the mean. 

The 24-hour urines were collected with benzoic acid 
as a preservative and analyzed with a minimum of delay. 
Volumes below two litres were made up to 2,000 ml., 
and one-eighth (where low values were expected, one- 
quarter) of the specimen was taken for each analysis. 
The urine was hydrolysed with 1/10 volume of hydro- 
chloric acid by refluxing over 1/5 volume of toluene 
for 10 minutes. This toluene was separated and the 
urine re-extracted with 1/5 volume of toluene. The tol- 
uene extract was then washed twice with 1/2 volumes 
of N sodium hydroxide and twice with water. The to- 
lnene was distilled to less than half volume, placed under 
an air-cooled reflux condenser and kept at the simmering 
point while pellets of potassium hydroxide were intro- 

uced down the condenser. From 1-4:pellets were re- 
quired over 30-90 minutes, depending on the intensity 
of the pigments to be destroyed. The almost water- 
clear extract was passed through a fritted glass filter; 
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flask and filter were rinsed with fresh toluene and the 
filtrate evaporated to dryness. The dry residue was taken 
up with three successive 5 ml. portions of hot alcohol, 
evaporated in a test-tube to 4 ml. and treated at 75° C. 
with 16 ml. of 0.1 N sodium hydroxide. After cooling 
for two hours in an incubator the tube was placed in 
the refrigerator overnight. 

The precipitated pregnanediol was filtered in a fritted 
glass funnel (medium porosity ), washed three times with 
water and once with 5 al. of light petroleum. The 
petroleum must filter quickly or losses of pregnanediol 
can occur. The pregnanediol was redissolved with hot 
alcohol, filtered and evaporated to 4 ml. in the same 
test-tube as before. The steroid was precipitated a second 
time by the addition of 16 ml. of water. The tube was 
allowed: two hours in the incubator followed by two 
hours in the refrigerator. The precipitate was filtered as 
before, washed with water, then dissolved with succes- 
sive small portions of hot alcohol and filtered iuto a 
glass-stoppered test-tube marked at 10.0 ml. When the 
filtrate was almost to the mark the tube was removed, 
adjusted to 10 ml. at room temperature and mixed. 

Suitable aliquots of the alcoholic solution were evap- 
orated to dryness; the residue was treated with 10 ml. 
of concentrated sulphuric acid and the tube mixed twice 
during 30 minutes at 25° C. Alcohol blanks were treated 
in the same way and the absorbancy of the pregnanediol 
colour at 420 mu was read against these blanks. 


RESULTS 
A. Normal Pregnancy 


Nine patients who went to term without any 
untoward symptoms are included in this series. 
Two of the patients had normal obstetrical his- 
tories. Seven had had more than one previous 
abortion but in this instance had a_ perfectly 
normal gestation. Three of these patients were 
given progesterone orally for short periods but 
the analyses made during this time are not in- 
cluded. The patients were all private cases, each 
eager to have her baby and capable of cooperat- 
ing intelligently. Twenty-four hour urine collec- 
tions were made throughout the gestation period, 
twice weekly until the levels exceeded 20 mgm. 
per day, thence weekly or fortnightly. Pregnane- 
diol assays were performed in duplicate and the 
averages recorded. The reliability of all urine 
collections was checked by creatinine analyses. 
The results obtained are shown in Fig. 1, in 
which the vertical scale is logarithmic. For the 
sake of clarity connecting lines have been 
omitted, but the wide range of pregnanediol ex- 
cretion throughout pregnancy is apparent. From 
the 8th to the 12th week pregnanediol values 
ranged from 5 to about 25 mgm, per day. From 
the 12th week onward there was a steady pro- 
gressive rise until the final month; when the max- 
imum values ranged from 35 to 100 mgm. per 
day. Some patients showed a decline in preg- 
nanediol excretion before parturition. 

The mean level of pregnanediol excretion at 
each weekly interval has been estimated by 
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Fig. 1.—Pregnanediol excretion during pregnancy in 
weeks from date of last menstrual period. Vertical scale 
is logarithmic. Solid black circles: mean values at weekly 
intervals. Thick line: mean curve. Thin line: postulated 
lower limit for normal gestation. 


averaging the values of the points themselves or 
the intersects of lines connecting successive as- 
says. The results are shown in the solid circles, 
which fall approximately in a straight line be- 
tween the 12th and 32nd week, The formula that 
describes this line is 


log y — log a = Kx 
pregnanediol excretion in mgm. per day 
excretion at zero weeks obtained by extra- 
polating the straight portion of the curve to 
the ordinate 
x = duration of pregnancy in weeks from the 
date of the last menstrual period : 
K = a constant representing the slope of the line, 
and hence the rate of increase of pregnane- 
diol output. © 


where y 
a 


The mean curve found in this study will almost 
superimpose on that reported by Michie.”? It is 
roughly parallel to, but somewhat below, that 
found by Venning.* From our data the value 
of K is 0.0336. The average value of a is about 
4.5, and it appears that normally it should be 
above 2 mgm. per day, Therefore from this 
selected point on the ordinate a line of slope 
K has been drawn. In our opinion this slope de- 
picts the logarithmic progression of normal 
growth and function of the placenta, and it has 
been postulated therefore that pregnanediol ex- 
cretion, except perhaps for a random fluctuation, 
must remain above this line between the 12th 
and 32nd week for the pregnancy to be normal 
and continue to term. 


B. Habitual Abortion 


With the cooperation of the staff in obstetrics 
and gynecology nine private patients were 
selected, all of whom had experienced three 
successive spontaneous, idiopathic abortions. 
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Fig. 2.—Pregnanediol excretion pattern, nine cases of 
habitual abortion. Patients » Y and @ received no 
special therapy. Patients K, N, L and K’ received pro- 
gesterone for the periods indicated by broken lines. Sloped 
straight line, postulated lower limit for normal gestation. 


As stated before, pregnanediol was determined at 
frequent intervals and the results are shown in 
Fig. 2. 

Five of the patients received no special 
therapy. Four of these (E, G, S, Y) went to term, 
experienced no untoward symptoms and de- 
livered normal healthy babies, There was no 
evidence of the factor or factors detrimental to 
their previous pregnancies. One of the patients 
(G’) aborted. At the 19th week her pregnanediol 
excretion dropped below the line and continued 
to fall for four weeks before any clinical symp- 
toms appeared, Ten days later, during treatment 
in hospital, a fetus was expelled which had been 
dead for some time. In this instance there is no 
doubt that placental secretion of progesterone 
had failed, but whether this was of primary or 
secondary importance could not be determined. 

Four of the patients were given progesterone 
by mouth beginning in the first trimester. Mrs. K 
received an average of 20 mgm. daily from the 
llth to 16th week. Mrs. N received 30 mgm. 
daily from the 9th to 15th week. Mrs. L received 
30 mgm. daily from the 6th to 20th week. Two 
of the patients carried to term without evidence 
that their pregnancies were at any time in 
danger. Mrs. N had some bleeding at nine weeks, 
but otherwise a normal gestation. Mrs. K’ was 
given 30 mgm. progesterone daily when the fall- 
ing pregnanediol excretion was noted, She devel- 
oped symptoms about the same time and abor- 
tion occurred in hospital one week later. 


C. Threatened Abortion 


Forty patients admitted to the gynzcological 
wards of the Toronto General Hospital with a 
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e” retained 
? aborted 


Fig. 3.—Pregnanediol assay values on patients admitted 
to hospital with threatened abortion. Sloped straight line, 
postulated lower limit for normal gestation. 


diagnosis of threatened abortion had pregnane- 
diol assays carried out once or twice weekly on 
urine collected during their stay, The results of 
these analyses and the outcome of the pregnan- 
cies are shown in Fig. 3. With the selected 
dividing line it can be seen that 14 out of 23 
patients whose initial pregnanediol excretion 
could be considered “normal” retained their 
pregnancies, while 9 aborted. Of the 17 patients 
whose levels were below the line 16 aborted. 
Since only a single assay was obtained on the 
patient whose symptoms disappeared and who 
carried her pregnancy to term, it is probable that 
this low value was a random fluctuation. Seven 
assays showed less than one mgm. and are 
plotted below the abscissa, Such values may be 
due to failure of the method below the 2 mgm. 
level, or may mean that no pregnanediol was 
present. 


D. Progesterone Recovery Test 


It was shown by Venning and Browne”? and 
has been confirmed repeatedly that when pro-’ 
gesterone is administered to men, or women 
without functional corpus luteum or placenta, 
less than 20% is excreted as pregnanediol. 
During the luteal phase of the menstrual cycle 
and in early pregnancy, however, usually between 
20 and 50% of the hormone is recovered as preg- 
nanediol in the urine, Guterman*’ has reported 
that a “high” percentage conversion in early 
pregnancy is rarely associated with abortion 
whereas a “low” conversion commonly precedes 
the onset of symptoms, This suggests that the 
mode of progesterone metabolism is related to 
the function of the hormone in early pregnancy. 
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In a preliminary attempt to apply Guterman’s 
observations in practice certain difficulties have 
been encountered. The day-to-day variation in 
pregnanediol output often makes it difficult to 
establish a base line of excretion from endo- 
genous sources. Calculation of the percentage 
conversion can be affected greatly by the value 
obtained for the base line and by day-to-day 
variations in the pregnanediol output while the 
patient is receiving progesterone. In two cases 
of threatened abortion, with falling pregnanediol 
output, the recoveries averaged 6% and 2% 
respectively. Both patients aborted, but this prog- 
nosis was indicated by the pregnanediol levels 
alone. In five cases that were excreting normal 
amounts of pregnanediol recoveries averaged 
over 20% in two and under 20% in three, yet 
all five continued to term, The results when cal- 
culated from the excretion of pregnanediol on 
successive days varied from as low as 12 to as 
high as 70% in one patient. 


DIscussION 


There are no extensive reports in the literature 
concerning the relationship of pregnanediol] ex- 
cretion to abortion in pregnancy in which the 
longer but more reliable analytical methods have 
been employed. Although limited to a smaller 
number of cases because of this approach, our re- 
sults indicate general agreement with previous 
findings and add to the available data on this 
problem. 

In the first trimester of pregnancy almost half 
of the assays were within the range of excretion 
that occurs in the luteal phase of the menstrual 
cycle. It seems clear therefore that urinary preg- 
nanediol values up to 10 mgm. per day can have 
only a limited value in the diagnosis of 
pregnancy. 

The study of habitual abortion cases was un- 
dertaken because it has been accepted clinically 
that patients who have had three successive 
abortions have about a 25% chance of retaining 
a subsequent pregnancy. Malpas*° calculated this 
expectancy rate and cites the report of White- 
house*! to support it. Ripman* felt that the rate 
was less than 50% but Swyer** states that the 
prognosis for patients with habitual abortion is 
better than generally supposed. Guterman?’ pre- 
sents a convincing argument that Whitehouse’s 
data are not applicable as evidence for Malpas’s 
theory. According to Guterman, in the absence 
of detectable factors which might contribute to 
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abortion, the rate of pregnancy retention among 
patients who have had previous abortions is 
about as good as those reported for primigravi- 
das. In his own experience, and in his interpreta- 
tion of Whitehouse’s data, about 75% of patients 
with a history of three previous abortions can be 
expected to go to term. Our results in four out 
of five untreated cases tend to support this view. 
The merit of specific forms of therapy in habitual 
abortion which result in 60-80% retention of sub- 
sequent pregnancies?* 35, 36,37 cannot be re- 
garded as proven, Although it may be doubted 
that the progesterone had any significant effect 
in our treated cases, three of the four patients 
retained their pregnancies. The fourth was prob- 
ably beyond salvage at the time progesterone 
therapy was begun. 

There is some merit in following the excretion 
of pregnanediol in a habitual abortion patient at 
weekly intervals beginning in the first trimester. 
A normal curve gives doctor and patient assur- 
ance that this aspect of the pregnancy is pro- 
gressing in a normal manner, A falling excretion 
may give warning of trouble before symptoms 
appear and result in earlier and more effective 
treatment. a 

In the series of patients in hospital with 
threatened abortion we confirm the finding of 
Hain’ that approximately 60% have a normal 
pregnanediol excretion. The incidence of abor- 
tion among his cases with normal pregnanediol 
values was roughly half, in ours about 40%. 
Guterman reported 21%** and 14%" of abortions 
in his patients with normal pregnanediol excre- 
tion, but the basis of selecting cases was not the 
same; ours were all patients who had been ad- 
mitted to hospital and were not limited to the 
first trimester. It was found that patients with 
threatened abortion whose pregnanediol excretion 
was low had little chance, probably no better than 
1 in 20, of carrying their pregnancy. Browne et 
al.® first noted this fact and it has since been 
confirmed by several others.17: 27, 38, 39, 40, 41 

A knowledge of pregnanediol excretion can 
be helpful in certain cases of threatened abor- 
tion. In many instances of course, when the 
patient has either miscarried or developed symp- 
toms which make the abortion inevitable, an 
assay is not indicated. When symptoms have dis- 
appeared without abortion, however, the chances 
of the pregnancy being retained are good if preg- 
nanediol excretion is normal, very poor if it is 
low. There are also those patients whose symp- 
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toms recur or continue for weeks and even 
months. These women frequently have several 
hospital admissions, are usually confined to bed 
for long periods of time, and may even require 
blood transfusions. A persistently low pregnane- 
diol level is almost certain indication of inevitable 
abortion and could justify a limit being placed 
on therapy. A normal excretion would tend to 
encourage prolonged and costly treatment. It 
must be emphasized that only with a method 


which is reliable at levels of 2-3 mgm. per day. 


can the distinction between normal and sub- 
normal values be made with any confidence. 


SUMMARY 


A modified method for the determination of 
pregnanediol is described. 

Values for pregnanediol excretion in normal 
pregnancy are given; the logarithmic rate of in- 
crease between the 12th and 32nd week is be- 
lieved to reflect normal growth and function of 
the placenta. 

The level of pregnanediol excretion has little 
value as. a pregnancy test unless it exceeds 10 
mgm. per day. 

The report that habitual abortion patients have 
roughly a 75% chance of carrying a subsequent 
pregnancy is supported. The value of pregnane- 
diol assays in following the progress of these 
patients is indicated. 

In threatened abortion a pregnanediol] assay 
has prognostic value in those patients who do not 
miscarry. The assay may forecast a recurrence 
where symptoms have disappeared, or indicate 
the outcome in a patient whose symptoms are 
continuing. 

In a preliminary trial the progesterone recovery 
test presented difficulties which detract from its 


practical value. 


The authors wish to acknowledge the technical assist- 
ance of Winnifred Breau and Mrs. Pamela Macdonald 
for part of the work reported above. They are grateful 
also to Prof. D. E. Cannell and the staff in obstetrics 
and gynzcology for their cooperation. * 
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RESUME 


L’excrétion du prégnandiol dans lurine coincide avec 
les périodes de sécrétion de la progestérone. Les mé- 
th les de dosage du salqnenih présentent des diffi- 
cultés considérables, particuligrement lorsque le taux 
sabaisse au-dela de 10 mg. par 24 heures. Vers le milieu 

u cycle menstruel normal, les valeurs obtenues oscil- 
lent entre 1 et 10 mg. par jour. Au cours du premier 
trimestre de la grossesse, 25 mg. par jour peuvent étre 
excrétés; alors que de la deuxiéme semaine 4 terme, le 
taux augmente jusqu’a atteindre de 30 a 100 mg. par 
jour. Les auteurs rapportent les résultats de détermina- 
tions effectuées sur lurine de 9 cas d’avortements a 
répétition, 9 contréles normaux et 40 cas de menace 
d’avortement. Une excrétion de prégnandiol de 10 mg. 
ou moins par jour n’exclut pas la possibilité d’une 
grossesse. Environ 75% des malades ayant déja eu trois 
avortements peuvent cependant rter jusqu’a terme, 
dans un nombre de cas beaucoup plus élevé qu’on n’était 
porté a le croire jusqu’Aa présent. Sur ce point, les 
auteurs s’accordent avec Guterman. Cette constatation 
jette un doute sur la valeur réelle de toute thérapeutique 
employée dans ces circonstances. Soixante pour cent des 
cas de menace d’avortement ont une excrétion normale; 
cependant, quarante pour cent d’entre eux ne se rendent 
pas a terme. Les femmes enceintes excrétant peu ou 
pas de. prégnandiol n’ont qu’une chance sur vingt de 
conserver le fruit-de la conception. M.R.D. 
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THE EARLY DIAGNOSIS OF 
SLIPPED FEMORAL EPIPHYSIS* 


W. ROBERT HARRIS, M.D., F.R.C.S.[C.], 
Toronto 


SLipPiING of the upper femoral epiphysis is a com- 
mon cause of hip disability in adolescence. It is 
characterized by backward and downward dis- 
placement of the femoral head upon the femoral 
neck, which if untreated inevitably leads to pre- 
mature degenerative arthritis of the hip with all 
its attendant disability in adult life. Two varieties 
of slipped epiphysis can be recognized. In the 
first, which is rare, the displacement is acute, 
with complete separation of the head. Such cases 
do not provide difficulty in diagnosis. In the 
second, which is common, the displacement is 
slowly progressive, and begins insidiously with a 
minimum of symptoms, The importance of early 
diagnosis in the latter type cannot be over- 
emphasized, for it has been repeatedly demon- 
strated that treatment in the early case, before 
slipping has advanced, is simple and certain of 
success, while in the late case, with severe dis- 
placement, treatment is difficult and usually un- 
satisfactory. This is of such great importance that 
the surgical treatment of the early.case must be 
regarded as a true orthopedic emergency, par- 
ticularly as the lesion has been known to progress 
even when the patient is being treated by com- 
plete bed rest. 

The difficulties associated with the diagnosis 
of the early case fall into two categories: (1) the 
symptoms complained of are not associated with 
very gross signs of hip disease, and (2) the x-ray 
changes may be completely overlooked unless 
certain simple rules are followed. It is the 
purpose of this’ paper to review the symptoms of 
the early case and to present some simple tests 
by which the diagnosis can be quickly estab- 
lished once it is suspected. 


SYMPTOMS 


Slipped epiphysis is primarily a disease of 
puberty, and therefore is rare before the age of 
ten, and does not occur in late adolescence after 
the epiphyses have fused. It is some four times 
commoner in boys than in girls. The age in- 
cidence is earlier in girls, which reflects the 
earlier onset of puberty in that sex. 


*From the Department of Orthopedic Surgery, Toronto 
General Hospital. 


~ 
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One of the remarkable features. of the disease 
is that its onset is not always associated with 
trauma; indeed it is the exception rather than 
the rule to find it related to a specific injury. 
This spontaneous occurrence of slipped epiphysis 





Fig. 1.—Boy aged 14 with slipped epiphysis of the left 
hip. Note the typical adiposogenital type of body-build, 
and the well marked external rotation of the leg. 


is commonly associated with seme evidence of 
endocrine abnormality. This is usually a variety 
of the adiposogenital syndrome (Fig. 1), but less 
often is manifested by a rapid growth spurt 
which results in an extraordinarily tall thin child. 
It is presumed that these endocrine abnormalities 
produce histological changes in the epiphyseal 
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plate which weaken it and make it susceptible 
to the shearing stress-of ordinary weightbearing.* 

Limp is the predominant symptom, and the 
diagnosis must be suspected in any adolescent 
who is limping. The limp is often painless, or 
when pain does occur it is commonly referred 
to the knee, so that valuable time may be lost 
investigating that joint before the true diagnosis 
is realized. The limp at first is due to muscle 
spasm about the hip. This spasm disappears with 
rest, and leads to the erroneous impression that 


the symptoms are due to hip strain, thus pro-"’ 


viding another potential delay in arriving at the 
correct diagnosis. 

These general features may be grouped into 
a characteristic symptom complex: an obese adol- 
escent with a limp of spontaneous onset, and 
complaining of pain in his knee. 


SIGNS 


It is not usually realized that the configuration 
of the upper femoral epiphyseal disc is such that 
when slipping of the epiphysis occurs the initial 





Fig. 2.—Anteversion of femoral neck produces a gap a 
anterior margin of epiphyseal plate; ny this 
appears as an increase in the width of the plate. 


displacement is backwards rather than down- 
wards. This can be described in another way as 
anteversion of the femoral neck in relation to the 
head (Fig. 2). This produces a mild external 
rotation deformity which may not be apparent 
until one attempts to rotate the limb internally; 
then it is discovered that internal rotation past 
the neutral point does not occur. This can be 
demonstrated in a dramatic fashion by placing 
the patient in the prone position and using the 
flexed lower limbs as pointers for the degree of 
rotation possible (Fig. 3). This same initial de- 
formity makes it impossible for the patient to flex 
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his knee on to his chest; the thigh inevitably 


passes laterally to the thorax, Similarly, this back- 


ward displacement of the head does not lead to 
gross shortening of the limb; this is true even 
when the deformity is severe. 


X-RAYS 


The early backward rather than downward 
displacement produces minimal] x-ray changes in 
the A.P. view. If a change is recognized, it is 
seen as an apparent widening of the epiphyseal 
plate, a condition erroneously referred to as the 
“pre-slip stage” (Fig. 4). Actually, a good lateral 
view will show that definite slipping has already 





Fig. 3.—Method of jenieenbiitins limitation of internal 
rotation, Slipped epiphysis of the right hip. 


occurred, This serves to emphasize the impor- 
tance of taking lateral radiographs. As_ the 
condition is bilateral in 30% of cases, it is 
wise to radiograph both hips simultaneously. All 
the necessary views can be obtained on two 
films: an A.P. of both hips, and an A.P. of both 
hips with the limbs in the “frog” position. 

If for some reason the A.P. view alone is avail- 
able, early slipping can still be detected by 
means of a simple test described by Klein et al.? 
A line representing the superior surface of the 
femoral neck is projected through the head. In 
the normal case this line cuts off a certain amount 
of the upper part of the femoral head, while in 
slipped epiphysis, even at its earliest stage, the 
line either passes above the head (Fig. 4) or cuts 
off a smaller amount than on the normal side. 


TREATMENT 


Although it is not intended in this paper to 
discuss the treatment of the slipped epiphysis in 
detail, the general principles will be briefly out- 
lined, When the displacement is slight, the aim 
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Fig. 4A 


Fig. 4A.—Early displacement of the left epiphysis. Note the apparent widening of the 
epiphyseal line, and that the projection of the superior border of the femoral neck passes above 


the femoral head. Fig. 4B.—The 
treatment is difficult and the prognosis is poor. 


of treatment should be to prevent further dis- 
placement of the head, for it is now known that 
minimal deformity can be tolerated by the hip 
without producing late degenerative changes. 
Therefore treatment consists of fixing the head 
by internal fixation’ such as a Smith-Petersen nail 
or multiple Compere wires without attempting to 
reduce the displacement. In the more advanced 
cases, some effort must be made to reduce the 
displacement before fixation is applied. It is gen- 
erally agreed that closed manipulation does not 
alter the position of the head. Open reduction 
must be resorted to. This involves opening the 
hip joint, and separating the head from the neck, 
either through the site of the epiphyseal plate or 
by means of an osteotomy through the neck. Re- 
duction under direct vision can then be obtained 
and the head fixed by the methods described 
above. The open reduction is technically difficult 
and, although it may lead to a perfect anatomical 
result at first, the procedure damages the blood 
supply to the epiphysis in a high percentage of 
cases, so that the late result is ruined by aseptic 
necrosis of the femoral head. In our hands re- 
duction ‘through the epiphyseal plate has pro- 
duced better results than osteotomy through the 
femoral neck. 


SUMMARY 


Failure to recognize and treat slipped femoral 
epiphysis in its early stages almost certainly 
worsens the ultimate prognosis. Any adolescent 
who develops a limp must be assumed to have 
a slipped epiphysis until proof to the contrary 
is available. Suspicion is heightened if ~the 


Fig. 4B 


same case one year later. The diagnosis is now obvious, but 


patient’s habitus is of the adiposogenital type. 
Trauma is not an essential feature; in fact, a clear 
history of specific hip injury is secured in only a 
few cases. Diagnosis is confirmed by radio- 
graphy; as the early displacement of the femoral 
head is backwards rather than downwards, a 
good lateral radiograph is essential and this can 
be most easily obtained by placing the patient's 
legs in the “frog” position. 

The deformity can progress even when under 
treatment by bed rest. For this reason, surgical 
management should be regarded as urgent. In 
the early phases this is most easily carried out 
by fixation with a Smith-Petersen nail without 
attempting to reduce the displacement of the 
head, but the more advanced cases require open 
reduction and internal fixation with all the con- 
comitant hazards of aseptic necrosis of the 
femoral head. 
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SYNOVIAL TUBERCULOSIS OF 
THE HAND AND WRIST 


Though not uncommon, tuberculosis of the synovial 
membranes of the hands and wrist sometimes is a diffi- 
cult diagnosis. It may be simplified by biops of the 
epitrochlear gland. In the eight cases ee d, ~ 
result of the biopsy was subsequentl ye 
operation on the synovial membrane. I see Zie 
Neelson staining is a most r a diagnostic method. The 
method is similar to — —_ Honey for knee or 
ankle tuberculosis.—Sevitt, S.: J. Surg., 41: 375, 
1954 
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CARDIAC ARREST* 
J. E. MULLENS, M.D., Toronto 


IN RECENT YEARS attention has been increasingly 
focused on the problem of cardiac arrest in surg- 
ery, partially because it is being recognized as a 
hazard in any type of surgery, and partially be- 
cause it is now appreciated that rapid co- 
ordinated emergency treatment can save the 


patient and leave his brain and body little the 


worse for the experience. A review of our expe- 
riences at St. Michael’s Hospital in the last two 
and a half years illustrates many of the important 
features in the cause, treatment and results of 
this catastrophe, 

Estimates of the incidence of cardiac arrest 
vary between 1 in 2,000 and 1 in 5,000 anzs- 
thetics.* * ° It is more common in the age group 
under 10, 21% occurring in this group. In the 
third decade and upward the incidence gradually 
rises to the age of 70 and then falls again.® About 
60% of cases occur in men, although more 
women undergo surgery. 


CAUSES OF ARREST 


There are four chief causes of cardiac arrest, 
considered here in the order of relative impor- 
tance.* te ¢ 

1. Myocardial hypoxia and hypercapnia.—It has 
been shown that the cardiac reflexes are hyper- 
active in the presence of hypoxia.* > The hypoxia 
may be generalized from factors such as: (a) 
positioning of the patient; (b) inadequate air- 
way; (c) excessive sedation; (d) low oxygen 
tension in the anesthetic mixture; (e) respiratory 
disease or conditions affecting respiratory func- 
tion or excursion; (f) deep anesthesia, with de- 
pression of respirations; (g) hypotension from 
any cause, such as transfusion reaction or pyro- 
genic reaction; (h) surgical shock, and (i) an- 
zmia. Hypercapnia, or a high blood level of 
carbon dioxide, will also act directly on the vagus 
centre to activate reflexes.» The myocardial hy- 
poxia may be purely local as in coronary artery 
disease or in constriction of the coronary arteries 
from the administration of pituitrin as in ob- 
stetrical cases. 

2. Reflex phenomena.—The stimulation of any 
sensory nerve, and especially the vagus nerve, 
may excite a cardio-inhibitory response, This is 


*From St. Michael’s Hospital, Toronto, Ont. 
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especially liable to occur in (a) endopharyngeal, 
endotracheal, and endo-cesophageal manipula- 
tions; (b) intrathoracic procedures, particularly 
around the heart and pulmonary hilum; (c) 
upper abdominal procedures where traction on 
the mesentery or stomach may stimulate the 
vagus; (d) painful stimuli to the peripheral 
nerves, as in the setting of fractures. 

3. Anzsthetic agents and ancillary drugs.— 
(a) Overdosage of any of these agents may be 
directly toxic to the myocardium and the central 
nervous system governing the vital functions. (b) 
Cyclopropane in combination with adrenaline or 
pituitrin favours cardiac irregularities. (c) Bar- 
biturates may sensitize the myocardium to the 
action of adrenaline.® 

4, Myocardial disease and metabolic condi- 
tions affecting the myocardium.—The following 
conditions contribute to acute myocardial failure: 
(a) Intrinsic disturbances of rhythm; (b) myo- 
carditis due to toxins and bacteria; (c) myo- 
cardial damage due to rheumatic fever, syphilis 
and coronary artery disease; (d) hyperpotas- 
szemia, as in kidney disease, and hypopotasszemia, 
in excessive gastrointestinal losses or during cor- 
tisone therapy. 


DIAGNOSIS AND PREVENTION 


It is essential that the diagnosis of cardiac 
arrest be made almost as soon as it occurs, lest 
irreparable damage occur to the vital structures. 
Certainly, a lapse of more than three minutes 
from the time of arrest to the time of diagnosis is 
too long. The anesthetist frequently receives 
warning of impending arrest by the onset of 
bradycardia, tachycardia, or irregularities of 
rhythm. Once the arrest has occurred, the ab- 
sence of a pulse in any one of the great vessels 
is sufficient for a diagnosis. If the surgeon is 
working near a great vessel he may determine 
this for himself; otherwise the absence of the 
carotid pulses, determined by the anesthetist, 
will suffice. The initial suspicion may be aroused 
in the surgeon by the cessation of bleeding in the 
operative field. Auscultation of the heart may be 
used to confirm the diagnosis, but valuable time 
should not be squandered in _ prolonged 
auscultation. 

Cardiac arrest is largely preventable if con- 
scientious attention is paid to the details of surg- 
ical techniques and the preparation for surgery 
and anesthesia. This is particularly necessary in 
the poor-risk patient. All cases with cardiac dis- 
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ease should be prepared with digitalis or quini- 
dine when indicated. The adequate correction 
of anemia, blood volume deficit, and metabolic 
disorders will contribute to safer anzesthesia. The 
anesthetist will prevent the majority of cases of 
arrest if he is constantly vigilant, maintains good 
ventilation at all times, avoids exciting laryn- 


gotracheal] reflexes (especially under light anzes-. 


thesia), and avoids deep anesthesia and the use 
of cyclopropane in patients with heart disease 
or in combination with pituitrin or adrenaline. 
He must be alert to recognize disturbances in 
cardiac rate or rhythm and to treat them by dis- 
continuing the anesthetic agent and administer- 
ing pure oxygen—and possibly procaine or Pro- 
nesty]. The detention of patients in a well-super- 
vised recovery room will prevent most cases oc- 
curring outside the operating theatre, or at least 
permit their early detection. 

The surgeon should avoid unnecessary stimula- 
tion of reflexes by the use of a local anesthetic 
to block major nerves and branches of the vagus 
which may be supplying his field, such as the 
hilum of the lung, and by avoiding strong trac- 
tion on the stomach, mesenteries, or lung. He 
may also assist the anesthetist by informing him 
of the appearance of excessively dark blood in 
his field, or the cessation of bleeding. 


TREATMENT 


Once the diagnosis has been made, treatment 
should be undertaken without a moment's delay. 
One should not spend valuable time in skin pre- 
paration, in application of drapes, or in obtaining 
rubber gloves if they are not immediately avail- 
able. The chest is opened through the left 4th 
or 5th intercostal space from the sternum to the 
anterior axillary line. If the surgeon is working 
in the abdomen, and a brief period of manual 
stimulation of the heart through the intact dia- 
phragm is unsuccessful, he is cautioned to resist 
the temptation to open the diaphragm, and ad- 
vised to perform a thoracotomy. An opening in 
the diaphragm can be difficult and time-con- 
suming to close, just when the patient requires 
the early termination of all operating, Thoraco- 
tomy has the advantages that it gives a direct 
view. of the heart, the pericardium may be 
opened if necessary, compression or temporary 
clamping of the aorta just distal to the left sub- 
clavian artery may be effected, drugs may be in- 
jected directly into the heart, and electrical de- 
fibrillation may be practised when necessary. 
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After opening the pleura, the immediately ad- 
jacent costal cartilages should be divided with 
the knife. Retractors may be introduced at this 
point but are not a necessity. The hand should 
then be introduced to grasp the heart and begin 
compression with a milking motion at the rate of 
60 to 80 per minute. This will achieve a blood 
pressure of 70 to 80 mm. Hg. One may massage 
at a greater rate if there are one or more assist- 
ants at hand. It is not necessary to open the peri- 
cardium; indeed it actually may be dangerous, 
in that rupture of the myocardium with the finger 
tips is a hazard.” 


While the surgeon is occupied with the above 
procedures, the anesthetist should place the pa- 
tient in 7 to 15 degrees of Trendelenburg posi- 
tion and establish good ventilation with 100% 
oxygen. The latter should be done with the mask 
first and an endotracheal catheter afterwards. 
The bag should be compressed no more than 30 
and no less than 20 times per minute, at a mod- 
erate pressure, A rate above 30 and strong posi- 
tive pressure will interfere with cardiac filling.‘ 
If an anesthetist and gas machine are not avail- 
able, mouth-to-mouth breathing is advised as a 
life-saving measure. If the above measures are 
undertaken speedily, the heart will usually pick 
up an intrinsic rhythm within a few minutes, 

If the heart does not establish its own beat, 
and is flabby and atonic, the following drugs may 
be of value: (a) calcium chloride, 10 c.c. of a 
5% solution, or 2 to 4 c.c. of a 10% solution, in- 
jected directly into the left ventricle or atrium; 
(b) barium chloride, 1 to 2 c.c. of a 5% solution 
injected similarly; (c) adrenaline given along 
with procaine, using 0.5 cc. of 1 in 1,000 
solution in 9.5 c.c. of 1% procaine. 

If the heart is in ventricular fibrillation and 
does not revert to normal rhythm with massage, 
there are three methods which may be of value: 
(a) If an electrical defibrillator is available, the 
voltage is set at 110 to 270 (the higher figure is 
preferable), the amperage at 1.5, and a short 
(1/10 sec.) impulse is applied. The electrodes are 
placed one on the front and the other on the back 
of the heart, using firm pressure to make a good 
contact. The current is not strong enough if the 
whole patient does not contract when the circuit 
is closed, One is cautioned not to use the defib- 
rillator in the presence of cyclopropane. Care 
also must be taken to avoid shocks to the operator 
or assistants. (b) If a defibrillator is not avail- 
able, injecting 2 to 5-c.c. of 0.5% potassium 
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chloride into the ventricle may be effective. (c) 
Intraventricular injection of procaine, 10 c.c. of 
a 2% solution, or 500 mgm. of Pronestyl, also 
may be of service. 

If blood loss has been a problem, the patient 
may be transfused directly into the aorta. In 
some cases the aorta may be compressed or tem- 
porarily clamped off just distal to the left sub- 
clavian artery in order to assure a better blood 
supply to the brain. If the heart has regained its 


own contractions, but the blood pressure remains* 


low and does not respond to the usual measures, 
noradrenaline may be administered intravenously 
to improve blood vessel tone and raise the blood 
pressure. 

After the heart has regained an_ intrinsic 
rhythm it should be observed for 10 minutes be- 
fore closing the chest, lest it should stop again. 
A cloyed drainage tube is then brought through 
one of the lower intercostal spaces, and the chest 
is closed in layers. 

In the after-care of these patients an adequate 
airway is a necessity, and a temporary tracheo- 
tomy may be the best way of assuring this in 
some cases. The usual analeptics and narcotics 
should be avoided, but noradrenaline may be of 
great value in raising blood pressure. Where 
indicated, cardiac glucosides should be ad- 
ministered. 

The prognosis is better in males, in the white 
race, and in cases occurring under spinal anzs- 
thesia, Of those who die, 87% will do so within 
the first 24 hours, and only 3% will die after six 
days of survival.* Stephenson, Reid, and Hinton 
showed in their review that 28% were perman- 
ently resuscitated, and that 94% of these had had 
massage carried out within four minutes of the 
arrest. If some neurological damage has occurred 
from temporary cerebral anoxia, one may expect 
improvement in the patient’s condition up to one 
year or longer. 


CaAsE HIsTORIES 


The following case histories are those of car- 
diac arrest occurring at St. Michael's Hospital in 
a 214-year period. Two cases showed evidence 
at autopsy of myocardial infarction due to coron- 
ary occlusion, and are included because they il- 
lustrate that+this complication can occur under 
anzesthesia and be a cause of cardiac arrest. 


' Case 1, J.M., age 66, white man. Admitted on March 
$1, 1952, with symptoms and signs of prostatism. On 
April 17 a transurethral resection of the prostate was 
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performed. On April 18, the patient developed an extra- 
vasation of urine and was taken to the operating room 
immediately. No pre-anzsthetic medication was given. 
Anesthesia was induced with Pentothal, a pharyngeal 
airway was inserted, and he was carried on cyclopro- 
pise-sewn oxygen. While the skin of the abdomen was 

ing prepared the heart ceased beating. A thoracotomy 
was performed, the pericardium was opened, and the 
heart found in diastolic arrest. With massage the 
heart developed an intrinsic beat within three minutes. 
A suprapubic cystostomy was then carried out unevent- 
fully, and the patient was returned to the ward. He 
never regained consciousness, however, and died on 
April 22, his 4th postoperative day. 


Case 2. N.G., age 59, white woman. Admitted on 
September 19, 1952, with uncontrolled diabetes melli- 
tus and cellulitis of the left foot. Her diabetes was con- 
trolled in hospital, but an abscess developed on the left 
foot and was drained on October 9 under general anzs- 
thesia. On November 19 a left lumbar sympathectomy 
was performed. Subsequently the infective process in 
her toot continued to worsen, and the abscess was 
drained again on November 25 under general anzs- 
thesia. On December 7 she received demerol and atro- 
pine as pre-anzsthetic medication and was taken to the 
operating room for amputation. There anzsthesia was 
induced with Pentothal and curare, a pharyngeal airway 
was inserted, and she was carried on cyclopropane and 
oxygen. While the skin of the leg was being prepared, 
her heart beat disappeared. A thoracotomy was _ per- 
formed and the heart was found in diastolic arrest. With 
massage an intrinsic beat was established within 3% 
minutes, The heart stopped beating on three occasions 
but was restarted with 0.5 c.c. of 1 in 1,000 solution of 
adrenaline given intraventricularly, plus massage. An in- 
tra-aortic transfusion of whole was _ given, but 
finally the heart stopped beating and would no longer 
respond to any measures. 

At autopsy a recent thrombosis of the anterior de- 
scending branch of the left coronary artery was found. 
There was evidence of a recent myocardial infarction. 


Case 3. J.K., age 25, white man. Admitted on June 
16, 1952, for removal of a right ureteral calculus. On 
June 23 he received demerol and atropine as pre-anzs- 
thetic medication; anzesthesia was induced with Pento- 
thal and curare, and continued with cyclopropane and 
oxygen. While a catheter was being passed up the yo 
ureter, all evidence of heart action eam A tho- 
racotomy was performed, and the heart found in ven- 
tricular fibrillation. The pericardium was opened, and 
the heart massaged for 50 minutes. One c.c. of Pro- 
nestyl with 0.5 c.c. of a 1 in 1,000 solution of adrenaline 
was given intraventricularly. None of these was success- 
ful and spontaneous contractions were not established. 


Case 4. A.S., age 65, white woman. Admitted on Jan- 
uary 10, 19538, for a plastic procedure to the face. She 
had. been treated surgically in June 1952 for carcinoma 
of the maxillary antrum, and had a long-standing history 
of hypertensive heart disease. There was no sign of re- 
currence of the antral tumour on this admission. On 
January 17 she received Nembutal, codeine, and atro- 
Pine as pre-anzsthetic medication, and was taken to 
the operating room. There anesthesia was induced with 
Pentothal and curare, an endotracheal catheter was 
passed, and anesthesia continued with nitrous oxide and 
oxygen. While the skin flaps on the face were being dis- 
sected, the heart stopped beating. An immediate thorac- 
otomy was performed; the heart was found in diastolic 


standstill, and massaged for 30 minutes, but did not 
regain contractions. 

At autopsy an occlusion of the anterior descending 
branch of the left coronary artery was found, and the 
myocardial findings on microscopical examination sug- 
gested a recent infarct. 
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Case 5. W.L., age 67, white man. Admitted on January 
19, 1953, with a bleeding peptic ulcer. On admission his 
hzemoglobin value was 25%. He was given 1,500 c.c. 
of blood rapidly and the hemoglobin value rose to 44%. 
He continued to bleed on the second day, and was taken 
to the operating room. He received five additional 
bottles of blood Seles and during the operation. Mor- 
phine and atropine were given as pre- etic medica- 
tion, he received Pentothal and curare for induc- 
tion, and was carried on cyclopropane and oxygen, after 
intubation with an endotracheal catheter. The patient 
was doing well,.the duodenum had been closed, andthe 
operator was dealing with the left gastric artery when 
the heart stopped. The thorax was entered through the 
diaphragm and: the pericardium opened. The heart was 
found in diastolic arrest, and massaged for 20 minutes, 
but did not begin again. 


Case 6. W.B., age 59, white man. Admitted on July 10, 
1953, for surgical treatment of carcinoma of the lung. 
On July 11 he received demerol and atropine as pre- 
anesthetic medications; anesthesia was induced with 
Pentothal and curare, and continued with nitrous oxide 
and oxygen. An endotracheal tube was inserted. The 
pneumonectomy was uneventfully completed, and_ the 
chest was being closed when the anesthetist allowed the 
endotracheal catheter to slip out. He could not reinsert 
the catheter, and while this was being attempted the 
heart stopped beating. Simultaneously a tracheotomy 
and a cardiac massage were performed. After a few 
abortive attempts to establish a beat, the heart failed en- 
tirely to respond to further massage. 


Case 7. F.H., age 16, white man.Admitted on October 
20, 1953, unconscious, having been knocked from his bi- 
cycle by a motor car. He was taken to the operatin 
room immediately with a diagnosis of extradura 
hzmorrhage. His respirations were failing as burr holes 
were made, and he was intubated with an endotracheal 
catheter while the latter procedure was accomplished. 
An extradural clot was evacuated, and at that time the 
heart stopped. Thoracotomy was performed immediately, 
and the heart found in diastolic standstill. With massage 
an intrinsic rhythm was established, but this subse- 
quently failed and the heart became completely un- 
responsive to further massage. 


Case 8. G.B., age 69, white man. Admitted to the 
medical service on December 1, 1953, for treatment of 
congestive heart failure and ascites due to arteriosclerotic 
heart disease. On December 9 he developed strangula- 
tion of an umbilical hernia. He received demerol and 
atropine as pre-anzesthetic medication; anzsthesia was 
induced with succinylcholine and cyclopropane, an en- 
dotracheal catheter was inserted, and he was carried on 
ether and oxygen. During the operation 1,000 c.c. of 
whole blood was given. The strangulated small bowel 
was found to be viable, was returned to the abdomen, 
and a Mayo repair carried out. As the last skin suture 
was being placed the heart beat ceased. A thoracotomy 
was performed, and the heart found in diastolic arrest. 
Massage was begun, 0.5 c.c. of 1 in 1,000 solution of ad- 
renaline was injected intraventricularly, the heart estab- 
lished a satmel rhythm, and the blood pressure rapidly 
returned to normal. In the immediate postoperative 
period he suffered mild generalized convulsions, and 


died nine hours later without regaining consciousness. 


Casg 9. G.McD., age 51, white woman. Admitted on 
September 24, 1953, with diabetic gangrene of the right 
foot. A Gritti-Stokes amputation was carried out on 
October 12 under general anzsthesia. In November she 
develo incipient gangrene of the left foot, and on 
November 23 was taken to the operating room for a left 
lumbar sympathectomy, Demerol and atropine were 
given as pre-anzsthetic medication, and anzsthesia was 
induced with Pentothal, cyclopropane, and curare. “As an 
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endotracheal catheter was being inserted, the heart beat 
disappeared to auscultation and palpation. Thoracotomy 


was performed and the heart was found to be beating 
' we 


y. As it was observed, its contractions returned to 
normal. The sympathectomy was abandoned, and the 
patient made a complete recovery. On January 5, 1954, 
a mid-thigh amputation was carried out under refrigera- 
coe anesthesia, The patient was discharged on April 3, 


Case 10. R.R., age 45, white man. Admitted on 
December 22, 1953, with a massive hemorrhage from a 
duodenal ulcer.. His hzeemoglobin level had fallen to 36%. 
He was transfused, and stopped bleeding. On December 
31 he had a second episode of hzmatemesis and 
melzena. His hemoglobin level fell from 60% to 33%. 
He was taken to the operating room, having received 
demerol and atropine as pre-anzsthetic medication. Pen- 
tothal and curare were used for induction, and he was 
carried on cyclopropane and oxygen. An endotracheal 
catheter was Sauriel. A partial gastrectomy was carried 
out, the patient receiving 2,400 c.c. of blood during the 
procedure. As the skin of the abdomen was being closed, 
the heart stopped beating. An immediate thoracotomy 
was carried out and the heart found in diastolic arrest. 
Massage was begun, 0.5 c.c. of 1 in 1,000 solution of ad- 
renaline was injected into the ventricle, and: the heart re- 
sumed intrinsic contractions. , 

The following day the patient was awake, but not re- 
sponding fo questions, and apparently not seeing. He 
had generalized spasticity, and bilateral Babinski respon- 
ses. On January 2 the rigidity was disappearing, plantar 
reflexes were normal, he could carry out simple com- 
mands, and recognized his family. By January 4 the 
spasticity had completely disappeared, but the patient 
remained drowsy and unable to speak. On January 5 he 
was started on duodenal feedings, but his condition be- 
gan to deteriorate; his temperature steadily climbing 
rom day to day, reaching 106.4° F. on January 9. On 
January 10, his tenth postoperative day, he expired. 


Case ll. C.B., age 63, white woman. Admitted on 
February 8, 1954, with diabetic gangrene of the right 
foot and a history of previous myocardial infarction. Her 
diabetes having been controlled, on March 8 she was 
taken to the operating room for a Gritti-Stokes amputa- 
tion. Demerol and atropine were given. as _pre-anzs- 
thetic medication, anzesthesia was induced with Pento- 
thal, curare and _ succinylcholine, an endotracheal cath- 
eter was inserted, and the patient carried on ether and 
oxygen. She tolerated the operation well up to the time 
when the femur was divided, at which time the heart 
stopped. A thoracotomy was performed,-and within 
three minutes the heart was being massaged. It had been 
found in diastolic standstill. One-half c.c. of a 1 in 1,000 
solution of adrenaline was injected into the ventricle. 
The heart assumed a regular intrinsic beat, and the 
amputation was completed. The patient did not regain 
consciousness, however, and died on the seventh post- 
operative day. 


Case 12. E.G., age 26, white woman. Admitted on 
May 10, 1954, in labour. Nitrous oxide and oxygen, fol- 
lowed by cyclopropane and oxygen, were used for de- 
livery and repair. She began bleeding — follow- 
ing delivery, and a partial inversion of the uterus was 
discovered and replaced while she received dextran, 
plasma, and blood under pressure. Two doses of pitui- 
trin and ergot were administered. Despite these meas- 
ures the patient continued to bleed alarmingly, and her 
uterus was then packed. While this was being done her 
heart stopped. She was given intracardiac adrenaline, 
0.5 c.c. of a 1 in 1,000 solution, and a thoracotomy was 
performed. The heart was found in diastolic arrest, but 
with massage it developed an intrinsic rhythm within 
three minutes. A subtotal nee was then under- 
taken because the bleeding continued. Large quantities 
of blood under pressure were given, but her blood pres- 
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sure could not be maintained, and noradrenaline given 
intravenously had no effect. At the end of the hysterec- 
tomy her heart ceased again. Massage and intraventric- 
ular adrenaline were found to be ineffectual this time. 
The patient had received 5,000 c.c. of blood and 2,000 
c.c. of plasma during the described four-hour period. 


Case 18. G.H., age 72, white man. Admitted on March 
23, 1954, for treatment of chronic large bowel obstruction 
due to carcinoma of the rectosigmoid junction. He had 
had two previous proven myocardial infarctions, and was 
taking stilboestrol tor carcinoma of the prostate. A trans- 
verse colostomy was performed on March 30, and an an- 
terior resection of the rectum on April 20. On June 5 he 


was taken to the operating room for closure of the colos-. 


tomy. He received demerol and atropine as pre-anzs- 
thetic medication; anzsthesia was induced with Pento- 
thal and succinylcholine, an endotracheal catheter was 
introduced, and he was carried on ether and oxygen. 
The closure of the colostomy was begun; at this point 
the anesthetist inflated the cuff on the endotracheal 
tube, and simultaneously the heart stopped beating. An 
immediate thoracotomy was performed and the heart 
found in diastolic arrest. Within a few seconds of mas- 
sage it resumed an intrinsic beat and the blood pressure 
returned to normal. The colostomy closure was aban- 
doned, and the patient returned to the ward. On June 
25 the colostomy was closed under local anesthesia. The 
patient has made a complete recovery. 


Case 14. M.H., age 48, white woman. Admitted on 
May 19, 1954, for surgical treatment of mitral stenosis. 
The patient had been admitted six times in the previous 
two years for congestive heart failure. On June 8 she 
received demerol and atropine as pre-anzsthetic medica- 
tion and was taken to the operating room for mitral 
commissurotomy. Anzsthesia was induced with Pento- 
thal and succinylcholine, and continued with cyclopro- 
pane and oxygen. As an endotracheal catheter was being 
inserted, heart action ceased. A thoracotomy was per- 
formed at once and the heart found in diastolic arrest. 
After a few moments of massage the heart resumed its 
original rhythm of auricular fibrillation. There was diffi- 
culty in maintaining blood pressure, and after the ad- 
ministration of Coramine, Methedrine, and a judicious 
amount of blood had failed to raise the blood pressure, 
noradrenaline. was administered by intravenous drip. 
This returned the blood pressure to normal. The patient 
made a complete recovery from this episode. 

On June 23, the patient was returned to the operating 
room for a second attempt at mitral commissurotomy. 
Demerol and atropine were used as_pre-anesthetic 
medication, cyclopropane and oxygen were used for in- 
duction, and an endotracheal catheter was introduced. 
The commissurotomy was successfully completed, and 
the patient was returned to her bed in the operating 
theatre. At this point the anzsthetist removed the endo- 
tracheal catheter, although the patient was not yet able 
to oxygenate herself adequately. She became progres- 
sively cyanosed, and when an attempt was made to re- 
insert the endotracheal catheter the heart stopped beat- 
ing. The chest was reopened and massage begun. Mas- 
sage for an hour, in addition to adrenaline and calcium 
= oride intraventricularly, could not institute a heart 

eat. 


Case 15, E.T., age 41, white woman. Admitted on 
May 22, 1954, for a mitral commissurotomy. On May 28 
she received demerol and atropine .as pre-anesthetic 
medication, and had a successful commissurotomy per- 
formed under Pentothal, curare, cyclopropane and oxy- 
gen anesthesia. She was returned directly to her room. 
Shortly thereafter the surgeon found her cyanosed and 
apnoeic. A heart beat was not present to palpation or 
auscultation. She was turned rapidly on to her opposite 
side, and heart action resumed with this change in posi- 
tion, respirations commenced, and colour improved. The 
patient remained unconscious for a prolonged period, 
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and awoke on the evening of the day of operation in 
a highly agitated state. Her condition is best described 
as maniacal. She was controlled with difficulty by means 
of heavy sedation with paraldehyde. On neurological 
examination there were no lateralizing signs, but pupil- 
lary light reflexes were absent. It became evident that 
the patient was neither seeing nor hearing very well. In 
the next few days the periods of excitement alternated 
with periods of lethargy. Gradually she became tractable 
and could perform some personal duties. Delusions and 
hallucinations were present for a few days, and her be- 
haviour was very like that of a schizophrenic. She 
slowly regained a large part of her intellectual function, 
and at the time of discharge on her 20th postopera- 
tive day she had some insight into her condition and 
asked some rational questions regarding her progress and 
prognosis. At the time of writing there has been further 
improvement, but vision and hearing are still grossly im- 
paired and the left pupillary reflex is absent. 


Discussion 


As one might suppose, cases of cardiac arrest 
are more common in poor-risk patients. Nine of 
the 15 cases could be placed in that category. 
Eight of the whole group of 15 had a preopera- 
tive diagnosis of heart disease—of arteriosclerotic 
origin in six and rheumatic in two. It is interest- 
ing that all four of the survivors had heart dis- 
ease. In addition, one patient with heart disease 
lived seven days, and another nine hours. One 
patient undergoing mitral commissurotomy sur- 
vived one cardiac arrest only to succumb to a 
second, which took place at the end of a success- 
ful commissurotomy 15 days later. One of the 
survivors was left with cerebral damage, and had 
recovered considerably at the time of discharge. 

Aside from the four patients who recovered, 
there were four who lived for varying lengths of 
time, the duration of survival being nine hours, 
four days, seven days, and ten days. It is sug- 
gested that the difference between survival of a 
few days and complete recovery may be only a 
few moments’ delay on the part of the surgeon or 
anesthetist in recognizing and treating cardiac 
arrest. 

Nine cases of arrest occurring in eight patients 
took place at the immediate beginning or end of 
the anzsthetic when the patient was “light.” In at 
least five of these instances the arrest coincided 
with endopharyngeal or endotracheal manipula- 
tion. 

In five cases hypoxia of a respiratory type was 
known to have been present. In another three 
cases acute blood loss was present and probably 
contributed to a degree of hypoxia of the anzemic 
variety. Two cases showed evidence at autopsy 
of coronary occlusion with myocardial infarction. 

Only one case occurred outside the operating 
room, Fortunately this was discovered shortly 
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after it had happened in the patient’s room, and 
a change in position of the patient was all that 
was required to initiate the heart beat. It is 
likely that this arrest, and the subsequent cere- 
bral damage, could have been prevented by de- 
taining the patient in a recovery room until she 
was well awake. 

Ventricular fibrillation was encountered in one 
of the thoracotomies for cardiac arrest. In 
another, the heart was found beating with a nor- 
mal rhythm but only weakly. No surgeon should 
apologize for such an eventuality. The hesitant 
surgeon can convince himself of a distant beat 
in what is actually a silent chest. Thoracotomy is 
a much safer procedure than spending precious 
time at prolonged auscultation, 
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SUMMARY 


1. A brief review is presented of the present 
concepts of cardiac arrest, its etiology, preven- 
tion, and treatment. 

2. The cases occurring at St. Michael's Hos- 
pital in a 214-year period are presented. 

The encouragement and advice of the surgical staff 


of St. Michael’s Hospital in the preparation of this paper 
is gratefully acknowledged. 
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NASAL FRACTURES: RECENT 
TRENDS IN MANAGEMENT* 


JOSEPH GOLLOM, M.D., F.R.C.C.[C.], 
Toronto 


ANATOMICO-PATHOLOGICAL CONSIDERATIONS 


NASAL FRACTURES may involve any part of the 
nasal skeleton, This includes bone and cartilage, 
external framework or nasal septum. 

The upper third of the external nose is a single 
structure. It results from the fusion of both nasal 
bones in the midline, and of the frontal process 
of each maxilla to its respective nasal bone. This 
forms a nasal bony arch which is heavy and 
strong near its frontal attachment, and thinner 
and weaker caudally, near its free margin 
(Fig. 1). 

The two upper lateral cartilages are really ex- 
tensions of the nasal septum, and the three parts 
together form a single anatomical unit. The sep- 
tal cartilage is intimately attached to the perpen- 
dicular plate of the ethmoid above. The upper 
lateral cartilages are similarly attached to the 
inner surface of the caudal end of the bony nasal 
arch, 

The bony arch and its associated upper lateral 
cartilages are buttressed on the maxilla laterally 


*Presented at the Annual Meeting of the Royal College of 
Physicians and Surgeons of Canada, Winnipeg, October, 
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Fig. 1.—Skeletal framework of nose. 


and against the frontal bone above. However, 
further support for the arch is provided by the 
presence of the nasal septum in the midline. This 
support comes from the entire nasal septum, 
especially the quadrangular cartjlage and the 
perpendicular plate of the ethmoid. Thus in a 
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depressed fracture of the nose involving buck- 
ling, or fracture dislocation of the septum, satis- 
factory elevation of the nasal arch is not possible 
without adequate restoration of the septal com- 
ponents. Overlooking septal injury during reduc- 
tion may cause the outer framework, especially 
the cartilaginous portion, to become twisted in 
the process of healing. 

The anatomical problem in children is some- 
what different. The nasal bones are separated 
by a suture line. The bones are softer, the car- 
tilages are thinner. With injury the bones may 
spread apart or the cartilages tear easily. Radio- 
graphy may reveal soft tissue cedema and 
nothing more. 

In children tearing or dislocation of alar cart- 
ilages results (with associated septal damage) in 
marked functional and cosmetic impairment. 
Children are obviously more prone to green- 
stick fracture. Subchondral hematoma, if not 
evacuated, results in fibrosis with curling of alar 
cartilage or thickening and deformity of the 
nasal septum. It has been rightly claimed that a 
traumatic nasal deformity in childhood will often 
become accentuated with further growth of the 
nose. 

The caudal border of the septal cartilage rests 
in a bony groove in the vomer. It is held in place 
by fibrous adhesions between perichondrium of 
the cartilage and periosteum of the bone. In chil- 
dren the septal cartilage may, with injury, buckle 
and spring from the vomerian groove, becoming 
dislocated into either the right or the left nasal 
passage. In adults the septum may dislocate, but 
it is more likely to become fractured. 

It is easy to overlook nasal fractures. In chil- 
dren particularly, but also in adults, the rapid 
symmetrical swelling which may occur obscures 
the basic deformity. Palpation of a depressed 
bone is less certain. To elicit crepitus may be 
more difficult. The intern in the hospital emer- 
gency, or the family doctor, may be unaware that 
40-50% of nasal fractures will not show up on 
radiographs. A negative report gives the doctor 
who first sees the patient a false sense of re- 
assurance. (Four weeks later the patient or his 
family becomes convinced that a deformity really 
exists. By this time a relatively minor condition 
has changed into a major problem due to bony 
union or scar tissue formation and contraction. ) 

Hersch! and others have emphasized -the ab- 
sence of mus@ular pull on the nasal fragments. 
This makes reduction easier and allows the bony 
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fragments to remain in place, once they are 
properly positioned. Hersch claims that the peri- 
osteum which adheres to the thin nasal bones on 
both sides acts like adhesive, and further aids in 
keeping the repositioned fragments in place 


(Fig. 2). 


SKIN & PERIOSTEUM 
BONE 


ADHESIVE TAPE 


MUCOPERIOSTEUM . 
STENT 
ADHESIVE TAPE 


aes Hersch. (A) The nasal bony vault and its 
esciiiens compared to the model B prepared from stent 
and adhesive tape. (B) One side of the model vault has 
been broken. (C) The fragments have been realigned 
and maintain their relative positions because of their at- 
tachment to both the covering and the lining. (D) Com- 
minution of the model arch. (E) The fragments have been 


realigned and the arch reformed. Stretching of the soft 
tissues facilitates fitting the fragments together. 


History AND DIAGNOSIS 


The force and direction of the blow and: the 
nature of the striking object are helpful in estim- 
ating the likelihood of fracture and its type. Epi- 
staxis of any degree indicates that the fractured 
bone or cartilage may have lacerated the mucosa 
and may be projecting freely into the nasal 
chamber. Severe bleeding may require tempor- 
ary packing. 

Not infrequently a patient may have had a 
preceding untreated nasal fracture, with resulting 
deformity, years before his present injury. It is 
very important to elicit such information because 
reduction will usually do nothing more than re- 
store the condition which existed before the 
present injury. On the other hand a known pre- 
vious deformity can often be treated successfully 
along with the present fracture by the rhino- 
plastic approach (to be discussed later). 

It is helpful to shrink the nasal mucosa with 
2 to 5% cocaine and examine intranasally for 
mucosal tears, septal injuries, bony displacement 
or cartilage deformity. If the oedema is too great, 
the use of hyaluronidase solution will help con- 
siderably, especially at the time of reduction.? 
Palpation is important. A point of tenderness, air 
or bony crepitus, or actual displacement of bone 
can often be felt through the oedema. 
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RADIOGRAPHY 


A Water’s view (P.A., nose-chin) reveals the 
septum and lateral walls of the bony pyramid. 
Lateral view (soft tissue—nose) reveals depressed 
fractures of the nasal dorsum or its tip, and some 
linear fractures, 






-——— ~——— 4 


b. _.Infraorbital n. 


Fig. 3 
Fig. 3.—Block anesthesia of nose. Fig. 4.—Immobilization following reduction of nasal frac- 


* ture. 
adhesive strips. (c) Basal view. 


Lowenthal? classifies fracture of the nasal pyramid 
into six types. 

1. Linear fracture: simple fracture of the nasal bones 
without displacement. No surgical correction is necessary. 

2. Greenstick fracture: incomplete fracture of nasal 
bone or septum. 

8. Simple depressed fracture of one nasal bone or 
frontal process into the nasal fossa. 

4. Lateral displacement: moderately severe fracture of 
the bony arch with lateral displacement of the arch in 
fragments or as a unit. The septum is commonly in- 
volved. 

5. Depressed or squashing fracture from a frontal 

low. There is severe depression of the nasal dorsum 
with crumpling of the septum and with impaction of 
fragments. There is usually marked comminution. 

6. Septal injuries manifested by displacement or frac- 
ture of septal cartilage and bone. 

Types 4 and 5 are of common occurrence and cause 
& greatest deformity. They tend to merge with each 
other. 


MANAGEMENT OF NASAL FRACTURES 


Reduction, where feasible, is best undertaken 
immediately after the accident. Where induration 
or cedema is considerable, or if the patient’s gen- 
eral condition prohibits manipulation, reduction 
may be postponed for several days. Meanwhile, 
application of ice packs to the nose for 24-36 
hours limits or reduces the cedema. 

One case, of a fracture with marked lateral 
displacement, was seen by me ten weeks after 
injury. It was easily reduced at this late date 
because of the non-union of the fragments. In a 
‘young child such a late reduction would not be 
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possible, The closed method of reduction, that is, 
by simple manipulation, is suitable in the major- 
ity of cases. Indications for open reduction by 
the rhinoplastic approach will be outlined later. 

Anzsthesia.* In adults, topical application of 
cocaine and adrenaline intranasally, along with 





et, 


Fig. 4 


(a) Softened stent lined with felt moulded to nose. (b) Compound held in place with 


procaine injection for nerve block, is best (Fig. 
3). Pentothal is a satisfactory alternative. Chil- 
dren up to eleven years old require a general 
anesthetic. : 

Instruments, One requires a nasal speculum, 
bayonet forceps, and a strong blunt elevator 
(covered with thin latex rubber). that can be in- 
troduced intranasally, and an Asch septum or 
Walsham forceps. 

Greenstick fracture refers to bending of the 
nasal bones or septum or of the frontal process. 
The fracture must be completed before reduc- 
tion is accomplished. Pressure may be applied in 
the direction of the original injury or in the op- 
posite direction. Simple depressed fractures are 
reduced by intranasal manipulation with an ele- 
vator. Counter-pressure is applied externally over 
the fracture area with the fingers of the free 
hand. 

With laterally displaced and depressed frac- 
tures, the depressed nasal bone may override the 
opposite nasal bone, or may be impacted beneath 
it. The depressed fragments present a concavity 
beneath the cedema, whereas the opposite side 
is pushed away from the midline, increasing its 
normal convexity. The septum is likely to be 
fractured. In these cases release of impaction 
must come first; otherwise satisfactory reduction 
is impossible. Manipulation and elevation of frag- 
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ments will often accomplish both disimpaction 
and reduction at the same time. 

Following reduction of the fracture, the nose 
is packed for four or five days with one-inch 
gauze impregnated with sulfathiazole ointment. 
An external splint of dental compound or metal 
is applied over silence cloth (Fig. 4). The sulfa- 
thiazole not only is bacteriostatic, but also keeps 
the gauze from becoming foul even after five or 


six days. The splint is kept on for seven to ten 


days. 


OpeEN RHINOPLASTIC REDUCTION 


This is not a new practice, but has been 
utilized by Becker® and others in a limited fash- 
ion in recent times, However, Fomon® and his 
group developed and enlarged the concept of 
open reduction to include a majority of nasal 
fractures. It refers to the exposure of the fracture 
site ‘by means of an intranasal incision, as origin- 
ally described by Joseph’ in his classic on rhino- 
plastic surgery. Reduction of the fracture then 
follows. 

On theoretical grounds, the case for open re- 
duction in most nasal fractures sounds good. 
However, from a personal experience of well 
over three hundred nasal fractures, it would ap- 
pear that very satisfactory results are obtainable 
with simple manipulation by the closed method. 
There are certain valid exceptions,’ however, 
where open reduction may be more suitable. We 
are not prepared, as yet, to say what percentage 
may be treated by either method. In addition to 
the type of fracture, the training of the surgeon 
in rhinoplastic technique would be a determining 
factor. The following may be some of the in- 
dications for open reduction: (1) severe impac- 
tion, where closed attempts at disimpaction may 
cause further comminution; (2) fracture of the 
nasal septum with marked over-riding of the 
fragments; (3) dislocation of the nasal septum 
trom the vomerine sulcus; (4) delayed treatment 
of a nasal fracture with partial bony union; (5) 
compound nasal fracture with the presence of 
bone fragments in either nasal fossa; (6) need 
for evacuation of a large haematoma in associa- 
tion with a fracture; (7) because of oedema, need 
for more accurate diagnosis by direct inspection; 
(8) correction of a previously deformed nose in 
association with a present fracture; (9) ,tear or 
separation of the alar cartilages from the nasal 


bone. 
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Technique. An incision is made intranasally between 
the upper and lower alar cartilages. The skin is then 
elevated over the nasal dorsum, hugging the cartilage 
and bone closely. This exposure can be limited to one 
side, or it may be enlarged to include the entire nasal 
dorsum, if this is found necessary. 

Once the bony and cartilaginous dorsum is exposed, 
the surgeon has direct access to the injured site. A 
hzematoma is readily aspirated. A partial bony union can 
be freed with a fine chisel and mallet. Over-riding frag- 
ments are grasped with forceps or hook and manipulated 
into position. Impacted fragments are grasped directly 
and shifted without trauma to overlying skin. 

Where it is desired to combine the correction of an 
old deformity with that of a recent fracture, the rhino- 
plastic approach is adequate for both. It does not matter 
whether the old deformity is traumatic or developmental 
in origin. Once the dorsum is exposed intranasally, the 
classic Joseph technique (with modifications) can be 
utilized to achieve a unified result. A hump can be ex- 
cised, a lateral osteotomy performed, a septum shortened, 
a lobule reduced, or a dorsal graft inserted. The com- 
bined procedure is suitable in selected cases. Due con- 
sideration must first be given to the severity of the pres- 
ent fracture and any associated injuries. The suspicion 
of infection would automatically rule out any increased 
surgical undertaking. 

If a dislocated septum will not slip back into the vom- 
erine groove, an incision is made in the mucosa on the 
convex side of the septum, near the floor of the nose. 
The mucoperichondrium is elevated, the vomerine groove 
cleaned out of clot or fibrous tissue, and the septal dis- 
location reduced. It may be necessary to remove the up- 
per part of the vomerine ridge, or a narrow strip of cart- 
ilage at the base, in order to fit the septum into the 
midline. 


SUMMARY 


1, The anatomical and pathological factors re- 
lating to nasal fractures are discussed. 


2. A classification of nasal fractures with their 
diagnosis is briefly outlined. 

3. The management of simple fractures by the 
conventional closed method is described. 

4. The open rhinoplastic approach to more 
complicated nasal injuries is emphasized. 

5. In either approach, the need for early re- 
duction is strongly advocated. This must always 
be preceded by proper mobilization of fragments, 
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SURGICAL EMPHYSEMA 
COMPLICATING TONSILLECTOMY 
AND DENTAL EXTRACTION* 


COLIN C. FERGUSON, M.D., 
PATRICK M. F. McGARRY, M.B., D.A., 
I. H. BECKMAN, M.D. and 

MORRIS BRODER, M.D., Winnipeg 


MASSIVE SURGICAL EMPHYSEMA is a rare sequel 
to tonsillectomy. In the case to be reported, the 
picture was further complicated by the addition 
of a tension pneumothorax, pneumomediastinum, 
and pneumoperitoneum. No reference could be 
found to a similar report in the literature, hence 
it was considered that an account of this case 
would be of interest. 


D.S., a girl aged four years and ten months, 
was admitted to the Winnipeg Children’s Hospital for 
tonsillectomy, adenoidectomy and exodontia, on October 
23, 1954. The mother stated that the child had suffered 
from frequent colds and occasional ear trouble. She also 
volunteered the information that the child bruised easily, 
but no other bleeding tendencies were noted. At the 
age of three years, the child had been investigated for 
hydrocephalus, suggested on account of her large head. 
Air encephalography showed the presence of a com- 
municating hydrocephalus without obstruction to the 
flow of cerebrospinal fluid. 

On physical examination, mouth breathing and nasal 
obstruction were obvious. The head was somewhat en- 
larged and the tonsils were markedly hypertrophic. The 
remainder of the physical examination was negative. 
Blood pressure was 120/78, weight 32% lb. 

The operation was begun at 9.00 a.m. The premedica- 
tion was atropine gr. 1/100 at 8.00 a.m. followed by rectal 
thiopentone (Pentothal) 500 mgm. in 10% solution 
given at 8.40 a.m. The child was asleep when brought 
to the operating room, and anzsthesia was carried out 
without her waking. Nitrous oxide, oxygen, and ether 
were the agents used in a semi-closed circuit. For the 
dental extractions, an ether hook was placed in the angle 
of the mouth on the right side. 

Following the extractions, profuse bleeding occurred 
and the tonsillectomy had to be delayed for 15 minutes 
while hemorrhage from the tooth sockets was controlled. 
Tonsillectomy was begun at 9.25 a.m., and again bleed- 
ing was fairly profuse. Some short periods of respiratory 
obstruction were experienced during the operation, but 
because of the method used these were unavoidable. The 
tonsils were dissected out with only slight difficulty, 
leaving fossee somewhat more ragged than_ usual. 
Adenoidectomy was subsequently performed. The pa- 
tient was taken to the recovery room at 9.45 a.m. and 
her nasopharynx was immediately suctioned, an ap- 
preciable amount of blood being returned. 

At ‘10 a.m. the skin became cold to touch, the pulse 
rate was 160, and the child was pale. Oxygen was ad- 
ministered by nasal catheter and an intravenous saline 
infusion was established. At 10.25 it was noted that the 


*From the Departments of Surgery, Otolaryngology, and 
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right cheek was puffy. A few minutes later both cheeks 
were swollen, pe crepitus could be felt on both sides of 
the face and neck, down to the anterior chest wall. 
Dyspnoea was marked. No breath sounds could be heard 
in the left chest. The heart was shifted to the right, the 
abdomen was distended and tympanitic. At 10.45 an 
emergency radiograph of the chest showed a left pneu- 
mothorax with about 50% collapse of the lung. Exten- 
sive emphysema in the subcutaneous tissues of the neck 
and chest was visualized, and in addition there was a 
large amount of free air in the abdominal cavity. Medi- 
astinal, retropharyngeal, and retroperitoneal emphysema 
was also noted. At 11 a.m. the respirations were 44 per 
minute. A closed thoracotomy was immediately per- 
formed with an underwater seal. Air bubbled back 
through the water seal. The child improved rapidly and 
respirations settled down to a more normal rate. She was 
placed in an oxygen tent and an emergency blood 
transfusion was begun. 

By 12 noon the child was comfortable. Bleeding had 
ceased and she was returned to the ward. At 1.00 p.m. 
her bleeding time was found to be 4.5 minutes, and clot- 
ting time 4 minutes. The hemoglobin value was 12.5 
=~ Respiratory rate was normal and the colour was 
good. 

Radiographs taken on October 26 showed almost com- 
plete disappearance of the pneumothorax. There was 
still some emphysema of the neck and the chest wall, 
but most of the air in the abdominal cavity had dis- 
appeared. On October 27 the chest catheter was re- 
moved. Breath sounds could be heard on both sides of 
the chest. 

Roentgenograms taken on October 29 showed onl 
a slight residual right pneumothorax. The child was well 
and was discharged from hospital. A follow-up examina- 
tion performed 10 days later revealed no abnormalities. 
The tonsillar fossae were healing well. 


DISCUSSION 


The mechanism of the air entry in surgical 
emphysema complicating tonsillectomy has been 
much discussed in the literature. Some authors 
favour the tonsillar bed as the site, others favour 
the intrapleural or extrapleural route, and yet a 
third school of thought claims that pulmonary 
interstitial emphysema is the initial lesion, and 
results from respiratory obstruction. 

Macklin’ in his experiments showed that by 
over-inflation the alveoli can be made to rupture, 
resulting in a leak of air into the interstitial 
tissues of the lung. The air may then travel along 
the walls of the pulmonary blood vessels in 
artificial channels which it has dissected for 
itself, to the root of the lung and from there into 
the mediastinum. This may further spread to 
give extensive pneumomediastinum and even a 
pneumothorax. 


Barrie,? in his post-mortem reports of four 
cases of surgical emphysema with pneumothorax 
occurring after operations on the head and neck, 
states that pulmonary interstitial emphysema was 
an outstanding feature in three of the cases. He 
goes on to say that pneumothorax results from 
passage of air through the mediastinal pleura, the 
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port of air entry being either the neck wound or 
a ruptured pulmonary alveolus. 

Stein’ amd Richards‘ believe that air gains 
entry through the tonsillar fossa, The former 
states that the superior constrictor muscles of the 
pharynx and buccinator fascia which make up 
the tonsillar bed are very thin and in part de- 
ficient in the child. Puncture of this thin tissue 
permits air to penetrate into the tissue planes 
surrounding the great vessels. 

Most authors agree that subcutaneous em- 
physema occurs within the first few hours after 
operation. Melgaard,° who recorded the first case 
in Denmark, goes so far as to state that the com- 
plication is a benign one. On this we cannot 
agree, as the complication in our case very 
nearly proved fatal. 

It appears from the cases reported that it 
matters little whether a local or general anzs- 
thetic is used. It is interesting to note that, until 
the recent report of Knutson and Ouellette,® 
endotracheal anesthesia had not been used in 
any of the cases reported in the literature. 
This would seem to suggest respiratory obstruc- 
tion as a major factor in the etiology of this 
condition. In their case, however, endotracheal 
anesthesia was the method employed. In their 
case, as in ours, surgical emphysema made its 
appearance 15 minutes after operation. It was 
considered to be due to violent coughing and 
vomiting in the recovery room, causing increased 
intrapharyngeal pressure. 

Barrie? states that in three of his four post- 
mortem cases respiratory obstruction was an out- 
standing feature. Graebner’ also cites three cases 
of pneumomediastinum in patients with obstruc- 
tive laryngitis, Ackerman and Bricker® record a 
case of bilateral] pneumothorax and mediastinal 
emphysema occurring after a radical neck dis- 
section. It was their opinion that the surgical 
emphysema was caused by air entry through the 
operative site, followed by rupture of mediastinal 
blebs. 

In the case reported in this paper, we believe 
that the ragged tonsillar beds permitted air to 
enter the tissue planes during postoperative 


swallowing and coughing. Operative hemorrhage . 


no doubt led to more trauma to the tonsillar 
fossz than usual, and this coupled with a moder- 
ate amount of respiratory obstruction resulted 
in the air extravasation. The air traversed tissue 
planes in the neck, and extended into the medi- 
astinum and retroperitoneal area. Rupture of a 
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mediastinal bleb produced the left tension pneu- 
mothorax, and a similar sort of event must have 
allowed air to enter the peritoneal cavity from 
the retroperitoneal space. 


SUMMARY 


In a four-year-old girl immediately after tonsil- 
lectomy, adenoidectomy, and dental extractions, 
a massive subcutaneous surgical emphysema de- 
veloped, and rapidly extended to produce a 
pneumomediastinum, pneumoperitoneum, and a 
left tension pneumothorax, Recovery was rapid 
after establishment of underwater closed catheter 
drainage of the pneumothorax. 
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AVERTING INCIPIENT GANGRENE 
IN RAYNAUD'S DISEASE 


ROBERT KERR DEWAR, B.Sc.(Edin.), 
M.D.( Manitoba), L.M.C.C., 
F.R.F.P.S.(Glasgow),* Fort William, Ont. 


THE FOLLOWING CASE of Raynaud's disease, 
treated by me for 31 years in all (and, inciden- 
tally, the first patient I saw in private practice), 
is reported because of the number of times—nine 
—in which incipient gangrene of the fingers and 
toes has been averted; and because, in a recent 
discussion at summer school, visiting clinicians 
said that they personally knew of no method by 
which gangrene could be averted in this type 
of case once it started. I heard the same opinion 
not long ago from a surgeon when visiting a 
hospital in London, England. 


The patient, Mrs. C., was presented at a recent staff 


conference of the Port ur General Hospital, to 
which she had recently been admitted for treatment of 
acute left pyelitis; although all the fingers had lately 

selene ulcerated, only the right index finger had 
not as yet completel healed, though it did so a fort- 
night later. Periodically, about every third or fourth year 
during the 3l-year period of observation of this patient, 
she would develop severe ulceration of the soft parts 
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of the tips of all the fingers, though seldom the thumb, 
with, at the same time, mar ceration over the 
medial side of the head of the metatarsal of the great 
toe; boring pains were incessant, and kept the patient 
constantly awake at night. Although she knew enough to 
come for treatment early enough to avoid this com- 
plication, for financial and other reasons she procras- 
tinated till the inevitable happened (she was never in a 
position to pay more than a nominal fee). The medical 
staff commented that no one present had ever seen such 
a severe case of Raynaud’s disease, and that they had 
not imagined, offhand, that a patient with this disease 
would live so long and in comparatively good health. 

Mrs. C. first noticed the disease about the age of ten. 
At that time she had the typical sequence: sudden 
arteriolar spasm with intense blanching and whiteness 
of the extremities, followed immediately by flushing and 
cyanosis. By the time she had grown up, fingers and 
toes were grossly affected; by now, especially in the 
fingers, a more or less diffuse cyanosis was constantly 
means together with marked thickening of the entire 

igital soft tissues. The periodic character of the attacks 
had been replaced by constant venous congestion. She 
married young, but a miscarriage at four months caused 
her attending doctor to suggest that she should have no 
more children. 


During this third of a century there was ample 
opportunity to try out all the various methods of 
treatment known to man. The patient was first 
seen when she was 35 years old, Despite months 
of continuous hospitalization she had been get- 
ting rapidly worse, and ulceration of the finger- 
tips was threatening for the first time in her life. 
In subsequent years, different types of therapy 
were tried, including even vitamin E. Priscoline, 
usually effective in the treatment of younger 
women in my -experience, was without effect, 
probably because the tissue changes in the digits 
were so marked. About 12 years ago she left the 
care of the writer (incidentally, against his ad- 
vice) to undergo operative treatment, radical 
removal of the sympathetic ganglia controlling 
the arterial supply to all four extremities. This 
extensive procedure did her no good at all, prob- 
ably for the same reason that Priscoline was 
ineffective. 

Whenever a bout of gangrene began, but 
usually not before it (for treatment at this stage 
would avert an attack), the patient would pre- 
sent herself at the office for a course of therapy. 
This consisted of D’Arsonal long-wave diathermy 
combined with simultaneous ray therapy to the 
entire skin surface with either infra-red or ultra- 
violet rays at a distance of four to six feet. The 
importance is. stressed of mild and often- 
repeated therapy rather than the massive dosage 
only too often used these days, and which tends 
to break down rather than enhance the body’s 
recuperative forces, The great secret is to allow 
free radiation of heat from the unclothed skin; 
sweating is neither necessary nor comfortable. 
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Indeed, with sweating there is danger of some 
shock from dampness. Ordinarily there is little 
or no sensation from treatment, which allows it 
to be given freely to children in appropriate 
dosage. The patient sits with bared skin on a 
fibre-covered seat as one pole, the other pole 
being a brass cylinder held in the hands, or, 
alternatively, a lead plate on the body, a thin 
wet sheet of felt separating the skin completely 
from the plate, and the patient in this case being 
recumbent on a flat fibre pad. Thirty to forty 
minutes two or three times a week for ten to 
twelve weeks is a complete course, and the ex- 
tremities will be completely healed half-way 
through the course; as with drugs, there is 
usually a latent period before healing begins. 
Most people who fail to get results do so because 
of lack of perseverance in the therapy. In my 
experience it is never a question of “if” it will 
work, but just “when.” How it does work, I do 
not know. Long-wave diathermy requires the use 
of an expensive radio-proof room, under pain of 
severe penalties for non-compliance. Lately 
short-wave diathermy has been used at times in 
place of long-wave, but it is not nearly so good. 
One uses supportive therapy in addition, such as 
administration of 2 c.c. Pancebrin, multiple vita- 
mins in high doses intramuscularly, and espe- 
cially, since it is most effective, 500 mgm.* of 
vitamin C intravenously daily for a week. Oral 
therapy is of little effect compared with paren- 
teral administration. For one thing, the digestion 
is none too good in these cases, and nausea and 
vomiting are frequent at times. 

On recent hospitalization, gastric series of 
radiographs were negative, the blood Wassermann 
was repeatedly “doubtful,” blood urea was nor- 
mal, and electrocardiography showed some 
chronic myocarditis, with old infarct in the left 
ventricle, This patient has now recovered again, 
and we expect her to carry on for a long time yet. 

When a student, this writer took special in- 
struction under the late Prof. Charles G. Barkla, 
Nobel Laureate in physics of Edinburgh Univer- 
sity. It was Professor Barkla’s pet thesis that a 
combination of physics and chemistry in the 
treatment of disease would far outweigh the 
effectiveness of either one used alone, Let me 
sum it up this way. As teen-agers many of us 
saw active service in the first great war. We knew 
the effects of simple TNT, the ordinary high- 
explosive shell, But if I could sum up the results 
of all my experience in this and many other types 
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of disease, I would put it this way: when the 
medical profession usés either physics or chem- 
istry alone it is, metaphorically speaking, potter- 
ing away with squibs, whereas a proper com- 
bination of the two leads to the effect of what 
really amounts to a hydrogen bomb in the cure 
of human disease. After all, light—the different 
forms of which are used in ray therapy—is the 
only thing which crosses interstellar space. Used 
in human treatment, it is terrific. 





DUPLICATION OF THE 
MITRAL VALVE* 


J. P. TREMBLAY, M.D. and 
L. C. SIMARD, M.D., Montreal 


WE ARE REPORTING a case of duplication of the 
mitra] valve. It is considered to be the 14th re- 
ported case and the fourth in which the two 
mitra] orifices were of approximately equal size 
and with a set of cusps and chord tendineze for 
each orifice. Our case is almost identical with 
the one reported by Rubsamen and Kellogg’ in 
1951. 


CasE History 


A.C., a 30-year-old white woman, was operated 
on for an occipital meningioma occluding com- 
pletely the confluens sinuum. She died of cerebral 
cedema two days later, 

She had always been in good health, and had 
eight full-term pregnancies without any heart 
trouble. Physical examination by the intern and 
the anesthetist revealed no anomaly of the heart 
sounds. 

The autopsy was performed three hours after 
death. There was nothing remarkable except 
severe cerebral oedema and the malformation re- 
ported below. The heart weighed 300 grams and 
was normal grossly. There was no evidence of 
dilatation. The foramen ovale was closed and 
there was no septal defect. The aortic valve was 
of normal calibre. The mitral valve was divided 
into two equal parts by a medial bridge. Each 
orifice had a separate set of cusps and chorde 


*From the Pathology Laboratory, Nétre Dame Hospital, 
Montreal. ; 
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Fig. 1 


tendinez originating from the medial bridge, as 
well as from the other parts of the orifices. The 
papillary muscles were slightly larger than nor- 
mal, Approximately half of the chordze tendinez 
originating from the medial bridge were inserted 
on the anterior papillary muscle and the other 
half on the posterior one (Fig. 1). 


CONCLUSION 


Like most of the previously reported cases of 
duplication of the mitral valve, the condition was 
an incidental autopsy finding and had caused no 
trouble during the patient's life. 
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MYOPATHIES 


Most myopathies are of genetic origin and unknown 
pathogenesis, Excluding the rarer forms, myopathies can 
be divided into two clinically and genetically distinct 
classes, the muscular dystrophies and the myotonias. 
Eighty-four cases of dystrophies and 21 of myopathies 
were studied as to history, findings, course, and effect of 
treatment. No remedy was found to have any effect 
on the course of the disease.—Walton, J. N. and Nattrass, 
F, J.: Brain, 77: 169, 1954. 
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Special Article 


TRANS-CANADA MEDICAL PLANS 
—A PROGRESS REPORT 


C. HOWARD SHILLINGTON,* Toronto 


WHAT IS THE ORGANIZATION known as Trans- 
Canada Medical Plans? Why was it founded? 
What does it do? 

To a great many doctors in Canada these are 
still pertinent questions, partly because the 
organization is comparatively new and partly be- 
cause, unlike its Member Plans, it is not directly 
engaged on a day-to-day basis with the doctor in 
his practice. 

Trans-Canada Medical Plans (TCMP) is the 
national correlating agency of all the prepaid 
medical care plans in Canada sponsored or ap- 
proved by the Canadian Medical Association. It 
was founded to promote the establishment and 
operation of voluntary, non-profit, prepaid medi- 
cal care plans in Canada to meet the health needs 
of the public generally; to co-ordinate the activi- 
ties, methods, procedures, coverage and data of 
voluntary, non-profit, prepaid medical care plans 
in Canada; to prepare statistical or other informa- 
tion, and to provide counsel or assistance to the 
medical care plans and to the public in all 
matters pertaining to the provision of prepaid 
medical care on a voluntary, non-profit basis; to 
arrange for the provision of medical care on a 
national basis through the medium of voluntary, 
non-profit prepaid medical plans; and to assist 
in the development of an informed public 
opinion on matters of health. 

TCMP was organized as the medium for carry- 
ing out the mandate of Canadian medicine as set 
out in the Canadian Medical Association State- 
ment of Policy in 1949: 

(a) The establishment and/or extension of 
these Plans to cover Canada. 

(b) The right of every Canadian citizen to 
be insured under these Plans. 

(c) The provision by the State of the health 
insurance premium in whole or in part for those 
who are adjudged to be unable to provide these 
premiums for themselves. 


FuNncrions or TCMP 


TCMP has a two-fold purpose. With the aid 
and organization of the Canadian Medical Asso- 
ciation and the various provincial, medically 
sponsored or approved medical: care plans 
making up its membership, TCMP is estab- 
lished to direct, at the national level, a pro- 
gramme of health insurance on a voluntary 
basis, thus providing the opportunity for the 


*Executive Director, Trans-Canada Medical Plans, 3246 
Bloor St. West, Toronto 18. . 
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great percentage of Canadian citizens to protect 
themselves and their families. Secondly, the 
organization assists its provincially incorporated 
Member Plans in the development and provision 
of the services required to meet the cbjectives 
of national policy; this is something which no 
single Plan could do. 

The results may be considered under six 
headings. 

Inter-plan transfers. — A subscriber to any 
Member Plan in Canada, on transfer or change 
of residence from one part of the country to 
another, is now able to retain his seniority of 
coverage under any of the Member Plans on 
transfer to the Plan in his new area, thus retain- 
ing continuous protection. This arrangement is 
the result of developments taking place over the 
past five years. 

While this has not meant the same level of 
coverage in all areas, it has been a great boon to 
subscribers, and expressions of appreciation to 
the Member Plans for the provision of such 
facilities have indicated widespread approval. 
Indeed, it has provided an adequate answer to 
one of the complaints which the labour move- 
ment voiced in its report to government a year 
or two ago—that health plans presently available 
were essentially local in character and a deterrent 
to the free movement of labour, tending to bind 
the labouret to his employment, whereas it was 
in the national interest that workers be easily 
transferred from job to job within the country. 
Since the official adoption of the TCMP Inter- 
Plan Transfer Agreement a year or more 4go, 
further refinements have been made in the ad- 
ministrative procedures, with increased efficiency 
in the provision of this additional service to the 
public. 


Extension of coverage. — If voluntary health 
protection is to be the right of every Canadian 
citizen, obviously in all provinces of Canada 
ways and means must be found by the provin- 
cially incorporated plans rendering the services 
in the national project to expand their coverage 
to accomplish the objectives of the national 
policy, During the past year we have seen an 
extension of coverage in some of the provinces 
with the introduction of individual enrolment 
plans and the development of other arrangements 
which will enable an increasing percentage of 
our citizens to obtain protection. It is expected 
that this trend will continue. 


Arrangements for national employers. — Con- 
siderable attention has been given to evolving 
the most satisfactory arrangements by which 
national employers of labour may insure their 
employees in the various areas in which they are 
located. This has involved the gradual develop- 
ment of two separate arrangements: (a) a 
national uniform contract providing uniform 
services and uniform rates on a composite rate 
basis and operated through one central pay 
source; and (b) a co-ordinated enrolment 
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arrangement which offers the employer a reason- 
ably similar type of coverage (either compre- 
hensive or limited) for his employees across the 
country and involves co-ordination in respect to 
enrolment only, but enables the employees to be 
protected under the coverage provided by each 
Plan in its local area. 

Each of the Member Plans of TCMP started 
almost as an isolated project in a local area and 
developed its own regulations, As each Plan de- 
veloped and assumed added responsibilities, the 
need to work together became more apparent. 


When these Plans undertook to provide coverage . 


for national groups, the necessity for achieving 
some degree of uniformity in regulations became 
more important than ever. 

One of the major problems of the past two 
or three years has been the working out of uni- 
formity in many of these regulations, but this 
has been an increasingly successful accomplish- 
ment of the national body. This important work, 
it is hoped, will be largely completed in the near 
tuture. 

Statistics.—The value of adequate statistics to 
the medical care plans cannot be over-empha- 
sized. Without them a. Plan is helpless and with- 
out control. The accumulation of adequate 
statistical information is an important function of 
TCMP. At the end of 1953, there became avail- 
able for the first time a comprehensive report 
on costs of medical care provided by Member 
Plans in every province of Canada. Higher 
standards of reporting and more complete 
information in this respect continue to be an 
objective of the TCMP organization. 

Improved management.—Perhaps the greatest 
single contribution of such a national organiza- 
tion is the greatly increased exchange of ideas 
and knowledge among all Plans concerned. In the 
beginning, when each Plan was small, there was 
little experience or knowledge to guide their 
development and each Plan depended almost 
solely upon the knowledge and experience of 
local management. When the Plans were not 
large, mistakes could be made without affecting 
too many people. 

As each Plan has grown, with an increasing 
responsibility to the public because of numbers 
enrolled and money invested, a correspondingly 
heavier responsibility has arisen to provide an 
arrangement for health services which meets the 
desires of the public, protects the welfare of the 
doctors, and avoids mistakes which would cause 


serious repercussions to the Plan and to the © 


whole cause of voluntary prepaid health care. 
While such programmes have shown an amazing 
growth in Canada in the post-war years, it must 
be remembered that the prepayment system is 
only a few years old; and while it has come a 
long way, there may be changes, adaptations of 
methods and many variations of the original 
before the system most suitable for Canadian 
needs is-found. There has been.an increasing 
need for consultation and exchange of ideas at 


of health insurance. 
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all levels of management, to ensure the satis- 
factory growth and development of such pro- 
grammes. 

The basic cause of failure of 1,093 Canadian 
businesses in 1953, as cited in a recent issue of 
a Canadian financial magazine, was ascribed in 
89.9% of cases to lack of background knowledge, 
lack of managerial experience, unbalanced expe- 
rience, or incompetence. The greatest single 
factor was lack of managerial experience 
(35.9%.) As the Plans are engaged in the opera- 
tion of an insurance arrangement more intricate 
and difficult than many types, some of which 
have had actuarial records of one hundred years 
or more to guide them, it becomes very important 
to ensure continued development of sound prin- 
ciples of management to safeguard the success 
of the voluntary health movement as sponsored 
by Canadian medicine. 

Today each Plan, in undertaking new obliga- 
tions of enrolment or new developments of other 
kinds, has behind it and available for its informa- 
tion and assistance the sum total of experience of 
all Plans, representing coverage of more than two 
million people. 

National unity—A valuable development has 
been the creation of a national entity, able 
through its facilities to carry out the policy which 
Canadian medicine has enunciated in respect to 
the needs of the Canadian people. It might be 
said that Canadian doctors support the adoption 
of the principles of health insurance on a volun- 
tary basis for three chief reasons. First of all, 
they have seen amply demonstrated the practical 
application of the prepayment principle in the 
growth of the various voluntary prepaid plans 
across Canada. Secondly, they support a prin- 
ciple providing for a certain amount of individual 
responsibility as well as privilege, as enunciated 
in the voluntary approach to health insurance. 
Thirdly, they recognize that an outstanding 
characteristic of the voluntary plans is the pro- 
vision of virtually any scope of benefits in the 
public interest. Canada’s standards vary greatly 
in respect to health services and _ facilities. 
Through their development at the local level, 
through their growth and experience, and 
through competitive effort, the voluntary plans 
have done a remarkable job in adapting their 
programmes to the needs of the people in the 
area in which they operate. The contribution of 
many persons in many areas, in a co-ordinated 
arrangement of mutual benefit, will do much to 
make it possible for the voluntary programmes 
to meet the challenge of a national programme 





EARLY MEDICAL REGIMENTATION 


The antiquity of medicine is hinted at by records 
which show that more than 4,000 years ago its priestly 
practitioners in Egypt were already organized into a 
powerful and tightly-knit guild; while the novos 

m - 


e of Hammurabi indicates that the practice o 
cine was governed by legal regulations. 
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THE USE OF RETRACTION 
SPRINGS IN ANORECTAL 
SURGERY* 


F. B. BOWMAN, M.B., F.R.C.P.(C.) 
Hamilton, Ont. 


IN ALL ORIFICIAL SURGERY satisfactory lighting and 
exposure are essential. This is particularly true 
in anorectal surgery. Many methods for satis- 
factorily exposing the anorectal region have been 
proposed and many instruments devised for ano- 
rectal examinations and treatment. One has found 
after many years in proctological work that the 
hands of nurses and inexperienced assistants 
frequently obscure the area under investigation, 
and in view of this a small gadget will be de- 
scribed which has been a great help. 

For'many years the dexterity of a one-armed 
greensman employed at a local golf club in the 
use of a hook in place of his hand has fascinated 
me. It occurred to me that perhaps a few prop- 
erly placed hooks might replace the hands of 





Fig. 1 





assistants. In view of this, with the patient in the 
lithotomy position we attached elastic bands to 
triangular Pennington forceps which were fast- 
ened to the anal margins on each side, and the 
bands clipped on to the leg holders. Although 
this gave excellent exposure, rubber bands were 
unsatisfactory and stainless steel springs were 
‘substituted. At one end of the spring is a 
swivelled steel snap and at the other end a 
swivelled hook. The snap hook is fastened to the 
leg holder and the hook on the other end to the 
triangular forceps attached to the anal margin. 
Posteriorly a Pennington is attached to the anal 


*Presented at the monthly staff meeting of St. Jogeph’s 
Hospital, Hamilton, Ontario, February 15, 1955. 
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margin and a small clock weight hooked on to 
the handle. -Anteriorly a Pennington is also at- 
tached to the anal margin and the handle to a 








retraction spring which is hooked on to a weight 


and dropped over the pubes, Thus the anal 
margin is retracted on four sides with excellent 
exposure. Two extra retraction springs may be 
attached to the leg holders on each side and are 
useful where a hemorrhoid, polyp, or papilla 
must be fixed before being excised. 

After many years one has found the lithotomy 
position the most satisfactory from the surgeon's 
standpoint and the safest from the anesthetist's 
standpoint. ; 

The retraction — are of use in vaginal 
surgery where the labia usually have to be fixed 
with sutures before operating. 

Perhaps retraction springs might be useful 
elsewhere where continuous traction is necessary, 
thus freeing the hands of an assistant. = 

Anorectal surgery is often considered minor in 
character, yet there are many unsatisfactory re- 
sults from incompetent operators, All procto- 
logists agree that much time is taken up correct- 
ing conditions brought about by unsatisfactory 
anorectal surgery. Anything which will simplify 
examinations and surgical procedures should be 
welcome. 

The mechanical development in designing the retrac- 


tion springs has been done by Ingram & Bell Ltd., 
Toronto. 





COEXISTING ADDISON’S DISEASE 
AND ACTIVE PULMONARY 
TUBERCULOSIS 


Five patients with Addison’s disease and active 
pulmonary tuberculosis were treated with streptomycin, 
PAS and isoniazid while being maintained on cortisone 
acetate and supplementary sodium chloride. Clinical im- 
provement and x-ray evidence of resolution of the 
pulmonary lesions was soon seen, with disappearance of 
acid-fast organisms from sputum and gastric washings. 
Improvement has been maintained for 1 to 3% years 
after cessation of active antituberculous therapy while 
cortisone acetate and sodium chloride have been con- 
— Four of the five patients are active and working 

-time. 

Cortisone acetate in replacement dosage in Addison’s 
disease when combined with antituberculous therapy 
seems to be the treatment of choice in these patients. 
Spread of pulmonary tuberculosis on this dosage of 


cortisone acetate has not occurred.—Browne, J. S. L. e 
al.;: Am. J. M. Sc., 228: 491, 1954. 
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IONIZING RADIATION AND THE GENES 


Readers of that comfortless classic Ape and 
Essence will recall the wholesale sacrifice to Baal 
of the malformed infants born to a community 
surviving an atomic war. From Brave New 
World to Ape and Essence is a long way, and 
there are some who feel that we have already 


covered much of the distance. Recent publica- 
tions and utterances in the U.S.A., in Britain 
and in France suggest widespread disquiet at 
the increasing exposure of the population to 
ionizing radiation. Concern is manifested not so 
much over the directly lethal effects of such 
radiation as over the more subtle, long-term 
action on generations to come. From Biblical 
times on, the man who squandered his patri- 
mony has always been regarded with dismay. 
But there is another kind of patrimony — the 
heritage of the genes requisite for a healthy life. 
Many’ observers fear that we may be recklessly 
squandering this patrimony by our careless use 
of ionizing radiation, and no-one seems to know 
whether we are or not. In a recent debate in the 
British House of Commons, a government 
spokesman stated that there “was no way at 
present in which direct evidence of genetic 
damage to human beings from radiation could 
be obtained.”? 

We know that all ionizing radiation, from 
ultraviolet to gamma rays, can induce mutations 
in all living creatures, and it is generally 
believed that the majority of these mutations are 
harmful. We know, of course, that such muta- 
tions are going on all the time and _ that 
ionizing radiation merely accelerates their ap- 
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pearance. It may be, however, that in the world 
before the era of use of radiation a precarious 
equilibrium had been established in which the 
relative infertility of man counteracted the 
tendency to introduce in more and more persons 
the genes of disease, and that we are in danger 
of disturbing that equilibrium to the detriment 
of posterity. 

There are two main sources of ionizing radia- 
tion in large quantities: (1) radiodiagnostic and 
radiotherapeutic apparatus; (2) industrial and 
military sources. With the widespread use of 
radiodiagnosis, it is timely to give some thought 
to its genetic consequences. One of the few 
attempts to gather such information is the survey 
recently published by Macht and Lawrence,? 
who in October 1951 sent questionnairgs to 3,751 
male radiologists and 3,858 male physicians in 
other specialties. The questionnaire covered all 
births occurring after regular exposure of the 
father to ionizing radiation, and a contemporane- 
ous series in controls. Analysis showed no differ- 
ence between “exposed” families and controls as 
regards twin births or fetal death rates, but the 
percentage of congenital defects in offspring was 
much higher in exposed than in non-exposed at 
each level of parity. To those exposed throughout 
marriage, only 80.59% of normal children were 
born as against 82.83% in control families. “The 
differences,” say the authors, “are not of large 
magnitude and in themselves would not be 
viewed with alarm. These abnormalities occur, 
however, in the first generation of offspring, and 
visible first generation effects represent only a 
small fraction of the total damage that may have 
been inflicted.” Here is the crux of the problem. 
We have to think in terms of centuries. Bromley 
recently stated that, at the present rate of use of 
diagnostic aids, 20 to 40 generations will need to 
elapse before increase in hereditary abnor- 
malities is likely to be observed in the general 
population. 

To this must now be added the effects of 
industrial and military radiation, as represented 
in particular by the repeated atomic and hydro- 
gen bomb explosions, of which there have al- 
ready been 65 or so in 10 years. This hazard 
would appear much greater than the one just 
discussed since it involves the whole world popu- 
lation, but we simply have no data on which to 
assess the risk. For an assessment, we would 
need to know: (1) the average dose of radiation 
the population is receiving, remembering that 
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every dose, great or small, has a cumulative 
effect; (2) the radiosensitivity of human chromo- 
somes; (3) the frequency of spontaneous muta- 
tions in man. 

Indirect calculations suggest that the chance 
of a spontaneous mutation in a gene in each 
generation is 1 in 10°. As regards radiosensitivity, 
we can only say that, if our chromosomes are 
roughly as radiosensitive as those of mice (pos- 
sibly a completely false assumption), a dose of 
45 roentgens per generation (25-30 years) would 
double the chance of mutation, In terms of 
clinical observation over a short period, doubl- 
ing the mutation rate would not mean much, 
because few such mutations are dominant. Thus, 
Turpin and Lejeune‘ compute that it would in- 
crease the incidence of achondroplasia 1.8 times 
and of hemophilia 1.6 times, a result only de- 
tectable at the national level. Unfortunately, 
there may be harmful dominant mutations less 
readily detectable. Most such mutations are 
recessive, and centuries would be needed to 
double the incidence of, for instance, phenyl- 
pyruvic oligophrenia. 

It is claimed that the dosage received by the 
American population from all atomic explosions 
so far amounts only to 0.1 roentgen, a figure 
which is clearly of no significance in comparison 
with the dose of 45 r. mentioned above. Never- 
theless, the British Minister of Health stated 
quite frankly at the debate referred to above 
that the more he went into the subject of dosage 
the more he found that the scientists disagreed. 

For this reason, all will welcome the an- 
nouncement® that the U.S. National Academy of 
Science is to undertake a study of present 
knowledge about the effects of atomic radiation 
on living organisms, with the co-operation of the 
Atomic Energy Commission and the financial 
backing of the Rockefeller Foundation. Among 
the terms of reference of the investigating group 
are the identification of problems requiring 
further research and the starting of such re- 
search. Only by such studies as these can we 
hope to discover whether—even without war— 
we are making the world unsafe for posterity. 
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Arr POLLUTION 


The pollution of the air by smoke and waste 
gases is an acute and rapidly growing problem; 
all the more so perhaps because it is not so im- 
mediately obvious in a country with such large 
open spaces as in ours. In other countries, par- 
ticularly in Europe and in some parts of the 
U.S.A., the problem has for many years forced 
itself into prominence. It would be a pity if in 
our comparatively uncomplicated stage of 
growth we failed to heed the warning offered 
by others against the time—not so far off—when 
we too shall have similar conditions on our 
hands. We have already reached the correspond- 
ing point in connection with the pollution of 
some of our waterways, though little enough is 
being done to correct it. 


How much air pollution does actually exist 
in Canada? Have any ill effects resulted from it? 


The first question is much more difficult to 
answer than might be supposed. It involves 
surveys which call for continuous and expert in- 
vestigation which is not available. A recent 
paper read at the Royal Sanitary Institute in 
London by the chairman of the Government 
Committee on Air Pollution in Great Britain 
makes it clear that sanitary inspectors can hardly 
be expected to deal effectively with such a highly 
technical subject. And a symposium on air pollu- 
tion in the New York-New Jersey area similarly 
stresses the necessity for a large trained staff in 
the survey of air pollution. This all means not 
only the training of necessary personnel but 
also heavy expenditures of money, and at 
present neither of these seems to be contem- 
plated. 


The effects on health might appear to be more 
easily defined. But here again there is a lack of 
exact information, and the same necessity for 
special and costly investigation exists. The 
danger to life from so-called “smog” conditions 
was very clear in the well-known Meuse Valley 
and Donora disasters, and fairly clearly shown 
in the London episode of 1952, but these were 
very unusual conditions. The hazard from less 
dramatic smog conditions, as in Los Angeles, 
is less easily estimated. The effects on clothing, 
buildings and plant life are much more readily 
ascertainable, and probably constitute the major 
part of the nuisance. 


How much can pollution of the air be les- 
sened? There are two factors to be considered 
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here: first, the possibility of such control by 
mechanical methods; second, the enforcement of 
whatever regulations for control may be laid 
down. 

Actually, it is not practicable to control all the 
sources of pollution, since these range over such 
a wide field; exhaust fumes of motors and smoke 
from engines of trains and boats must be con- 
sidered as well as the much more productive 
industrial processes, and these latter are of 


infinite variety. Even if it were possible to use-: 


catalysts and air-cleansing apparatus effectively, 
their cost is likely to be formidable. It has been 
estimated in the case of the Consolidated Edison 
Company of New York, whose plant has most of 
the stacks of New York City, that the cost of 
equipment for controlling its waste gases would 
be in the neighbourhood of $1,000,000 per boiler 
unit. Air-cleaning equipment has to be adapted 
to each individual source, since differént gases 
need different treatment. 

These are some of the technical difficulties. 
Next comes the question of enforcing whatever 
controls are proposed. The paper on air pollution 
read at the Royal Sanitary Institute, already 
mentioned, is surprisingly frank in its admission 
that there has been failure to administer the 
existing regulations in regard to air pollution. 
This is attributed in the main to public apathy 
in the matter, as a consequence of which “the 
great majority of local authorities have failed to 
do their duty.” 

It looks, then, as if the problem of pollution 
of the air needs to be kept continually under 
discussion so as to bring about the formation of 
an informed public opinion. 


1. Report of Committee on Air Pollution (Chairman, Sir 
Hugh Beaver). Her Majesty’s Stationery Office, Lon- 
don, 1954. 

2. Symposium on Air Pollution: Pub. Health Rep., 69: 
720, 1954. 


Editor1al Comments 


CANADIAN RESEARCH IN RHEUMATISM 


The annual meeting of the Canadian Arthritis 
and Rheumatism Society this year was marked 
by an innovation in the form of a research con- 
ference, consisting of presentations of work in 
progress by various grantees of the Society. This 
meeting was held at Sunnybrook Hospital on 
March 4 and was attended by the professional 
members of the Society and others engaged in 
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research in these fields. An extremely wide range 
of subjects was presented, beginning with a dis- 
cussion of the chemical composition of the com- 
nents of connective tissue, and followed by 
iscussions of the effect on its homceostasis ex- 
erted by such diverse influences as histamine, 
non-specific immune responses, hormonal varia- 
tions, hyaluronidase and stress of various types. 
Another group of papers dealt with what might 
be termed biochemical lesions of rheumatoid 
diseases, including changes in the plasma protein 
fractions, the plasma mucoproteins, the L.E. 
factor, changes in nitrogen balance, and the bio- 
logical response to nicotinic acid cream. Finally, 
therapeutic reviews of the place of ACTH and 
cortisone in rheumatic fever and rheumatoid dis- 
eases were given, together with a prelimina 
report of the use of metacortandracin in a sma 
group of patients. 

The quality of the communications was ex- 
tremely high and discussion was in general 
stimulating and informative. Some of the work 
presented is still in progress and the final results 
of these studies will be awaited with considerable 
interest. The speakers came from all across Can- 
ada and there is no doubt that the opportunities 
for informal discussion and exchange of ideas 
provided will be extremely valuable to all those 
working in this field. One could not fail to be 
impressed by the calibre of the research which is 
being done and the enthusiasm of those who are 
doing it. The proceedings of the meeting will 
be published in the form of a brochure, avail- 
able to those who are interested in the subject. 

One of the dangers of project research, as this 


might be called, is that it may be motivated by 


expedience rather than curiosity and may in- 
terest itself in problems severely practical rather 
than fundamental. It would appear that this 
danger has been avoided as far as the Canadian 
Arthritis and Rheumatism Society is concerned; 
they are to be congratulated on the activity 
stimulated by a relatively small financial pro- 
gramme. K.J.R.W. 


THE SOCIAL SCIENTIST AND THE HOSPITAL 


An Australian physician, Dr, Saint,’ complains 
that psychiatrists and social scientists are still 
too frequently the objects of ridicule and hos- 
tility by non-psychiatric clinicians, and that this 
silly attitude is economically wasteful and harm- 
ful to progress. 

In the course of exploration of the no-man’s 
land which lies between medicine and sociology 
and social anthropology, Dr. Saint analysed 
critically the experience of himself and his col- 
leagues with 250 new in-patients and 150 out- 
patients in a modern hospital. In one-third of 
patients over 60, ill health was the result of 
poverty. In one-fifth of. the whole sample, 
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decades of overeating had induced obesity and 
its attendant ills. In 5%, alcohol had produced 
irreversible liver damage; 15% suffered from 
psychoses or psychoneuroses. In approximately 
40% of all cases, the disease could be traced to 
a sociological cause. Dr. Saint says: 


“Were our cultural habits different, and could we 
exercise greater restraint in our eating, smoking and 
drinking habits and suffer less guilt over our sexual 
habits, and could we always be square pegs in square 
occupational holes, much morbidity might be avoided.” 


In addition to this study of social origins of 
disease, Dr. Saint tried to analyse social con- 
sequences. The results were depressing, for the 
hospital failed in one-quarter of its discharged 
cases to place the patient either in productive 
employment in society or in living conditions 
without harmful influence on his future. 


“Here, then, is a paradox which is not easily soluble. 
Hospitals are becoming better and better repair shops 
for a society, used to the principle of survival of the 
fittest, which has not yet learnt to make the fullest use of 
patched up bodies and minds.” 


What can be done to reorientate medicine, so 
that the social origins and consequences of dis- 
ease may be studied and counteracted more 
effectively? For one thing, the medical student 
and the student nurse should be introduced to 
the study of human individual and social be- 
haviour at an early stage. An educational job is 
needed to counteract the frame of mind so well 
expressed by Dr. Saint: “The little world of the 
hospital is itself so complete, so interesting, so 
absorbing, so satisfying that many young doctors 
and nurses have no inclination ever to leave 
it... .” A second essential is the introduction of 
social scientists into research projects on the 
causes of illness and management of sick 

rsons. An enlightened attitude towards human 

ehaviour may pay bigger research dividends 
than an electron microscope. 


1. Saint, E. G.: M. J. Australia, 1: 161, 1955. 





ANATOMICAL NAMES 


In Paris this July another attempt is to be 
made by the leading anatomists of the world to 
set their house in order, for the International 
Anatomical Congress is to be asked to ratify a 
new nomenclature carefully worked out by 
seven subcommittees since 1950. 

Previous attempts to abolish the anatomical 
tower of Babel slowly erected through the 
centuries have not perhaps been crowned with 
the success they deserved. The confusion began 
with the gradual abandonment of Latin, ~and 
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the coment irruption of eponyms whose 
a 


many disadvantages outweigh by far the gain 
in colour obtained by their use. Eponyms tend 
to confuse because of the desire of each country 
to honour its own sons, so that one foramen or 
triangle may have two or three proper names 
attached to it, commemorating in some cases 
entirely the wrong person and in the vast 
majority of instances quite minor figures in 
anatomy. For example, William Harvey has 
never had a structure named after him, and 
Vesalius is commemorated only by a foramen 
and an emissary vein, neither of which is con- 
stant. 

The German anatomists, as might be expected, 
were the first to ty to bring a little order into 
chaos, but their public relations work was bad, 
and the Basler Nomina Anatomica (B.N.A.), a 
Latin nomenclature adopted at the Basle Con- 
gress in 1895, was slow in gaining recognition 
outside German-speaking countries. The United 
Kingdom was for long split into two camps, 
London refusing to have anything to do with 
the B.N.A. while other universities recognized it. 
The French anatomists rejected the B.N.A. out 
of hand, and Beau has recently suggested 
(Presse méd., 63: 349, 1955) that the dislike for 
Latin terms probably stems from the ridicule of 
medical jargon by Moliére. 

Nevertheless in 1905 a world Congress at 
Geneva agreed that another effort should be 
made to reform the terminology; in the next 
fifty years only two nations succeeded in pro- 
ducing a satisfactory revision, the British, who 
in 1933 published the Birmingham revision, and 
the Germans, who in 1935 at Jena adopted the 
Jenenser Nomina Anatomica (J.N.A.). The 
Russians, of course, though acquainted with the 
B.N.A. and using it in anatomical texts, have 
continued to employ in everyday work their pic- 
turesque Slavonic words such as luchevaya kost 
(radius) and barabannaya pereponka (tympanum). 
From Beau's remarks it is to be feared that 
France is going to adopt the same attitude to 
the new revision, for he says “. . . there is no 
question of introducing it at present in oral 
teaching . . . on the other hand, it seems in- 
dispensable to use it systematically in all ana- 
tomical publications”—a Sunday-best terminology, 
as it were. Let us hope that some anatomists at 
least will not be above introducing the new 
revision, if it is adopted, on weekdays as well. 





GERMAN POLIOMYELITIS VACCINE 


The Behringwerke of West Germany announce large- 
scale availability of a poliomyelitis vaccine, for use this 
spring. It is said that 15,000 injections have been given 
already and have shown that the vaccine is non-toxic. 
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GENERAL PRACTICE 


A.A.G.P. MEETING IN 
LOS ANGELES 


E. C. McCOY, M.D., C.M. 


THE SEVENTH annual meeting 
of the American Academy of 
General Practice was held in 
Los Angeles, March 28 to 31, 
1955, in the Shrine Auditor-: 
° e ium. Approximately 3,000 
Napex? doctors were in attendance, 
and over half of them brought 
their wives. This meant that about 3,500 to 5,000 
were in attendance at most of the lectures. 
During the two days before the opening of 
the scientific programme, the Congress of Dele- 
gates had been meeting; at this 52 state and 
territorial chapters were represented—with, in 
nearly all cases, two delegates present from each 
state. At these sessions the business of the 
A.A.G.P. is done, and one is quite impressed by 
the fact that their problems so closely resemble 
these of our own College in Canada, Among the 
main topics of discussion were: 


1. Raised membership standards. The require- 
ments for entry into the A.A.G.P. have been 
increased. Standards as adopted at this 
meeting are. now almost on a par with 
C.G.P. requirements in Canada. Canadian 
standards were a little higher to start with. 
The new A.A.G.P. standards*catt’for: (a) 
two. years of acceptable postgraduate 
training, or (b) one year of postgraduate 
training and two years of general practice, 
or (c) three years of general practice. 
Re-evaluation of postgraduate study, par- 
ticularly relating to “formal” and “informal” 
credits. Final recommendations were re- 
ferred back to the Education Committee 
for further study. 

. “General practice” residencies. The estab- 
lishing of a committee to work with 
specialty groups in developing standards 
for, and methods of, evaluating general 
practice residencies was discussed. 


Studies of general practice. There was a 
recommendation that efforts be continued 
to cooperate with the American Medical 
Association in conducting an adequate 
survey of general practice. A thorough 
study of general practice in hospitals was 
suggested to the Commission on Education 
for inclusion in such a survey. 


It will be seen that these problems are very 
similar to Canadian problems and are mainly 
concerned with standards of membership, and 
availability of more and better residencies in 
general practice. In connection with membership 
standards, it was announced that 241 doctors 
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have lost their membership in A.A.G.P. because 
of failure to complete postgraduate study require- 
ments (A.A.G.P. is now in its seventh year). It 
seems that they really are maintaining their 
standards, and that membership in A.A.G.P. does 
mean something. 

The scientific programme was, as usual, ex- 
cellent. The lectures were varied, and of good 
general interest to the general practitioner. There 
was not a lot of detail about rare abnormalities, 
but the speakers talked about everyday problems 
of general practice, particularly emotional prob- 
lems and emergencies. There was an excellent 
panel on diabetes, and a very good discussion on 
the negative roentgenogram. There was also a 
good panel discussion on “Preserving the doctor's 
life and usefulness,” including ideas from a 
business point of view designed to help ease his 
load. 

It is interesting to know how the programme 
was arranged. A survey of the members was 
made last year, to find out what they wanted to 
hear; the programme was based on the replies. 
This is a sound idea, for the general practitioner 
is weary of courses or lectures arranged by 
specialists, dealing with what they think a gen- 
eral practitioner should or would be interested 
in. 
On the Monday night the State Officers’ con- 
ference considered four excellent papers covering 
different activities and interests of the Education 
Committee. These were on experiences .as an’ 
instructor in a medical school, preceptorship 
training programmes, planning a general practice 
internship and residency, and a medical school 
department of general practice. These were all 
given by men well versed in their topic and it 
was soon apparent that this particular field was 
one of the key points to success of the A.A.G.P.; 
it was remarkable to find them wrestling with 
exactly the same problems as the Canadian Col- 
lege and not getting much farther along in 
solving them. There would seem to be good 
grounds for close liaison with the A.A.G.P. in 
this particular field; each can help the other, and 
each would be better and stronger for knowing 
what is going on in the other's educational field. 
How and what to teach medical students going 
into general practice is a problem that none can 
answer clearly. A new pattern is gradually evolv- 
ing, including preceptorships, and even here the 
methods vary considerably. An interesting point 
was brought out in discussing residencies. It was 
mentioned that a good general practitioner 
should be able to attend to 75 to 85% of illnesses, 
yet in the United States at the present time there 
are three residencies in anesthesia, seven in 
surgery, and six in internal medicine for every 
one in general practice. No wonder the recent 
graduate tends to specialize, even though he may 
have difficulty in finding a place to practise his 
specialty later. It would be interesting to have 
such a survey made in Canada; the figures would 
not be much different. 3 
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The weather in Los Angeles was quite good, 
and our American cousins as usual were enjoying 
the pleasant relaxation and time away from prac- 
tice, probably to a little greater extent than the 
more conservative Canadians do. About 300 were 
travelling to Honolulu by plane and boat for a 
short medical meeting, with long intermissions 
on the beautiful beaches; they should return to 
their practices more informed and well rested, 
and thus better able to practise good medicine. 

The main lesson from attendance at this meet- 
ing is that the C.G.P. should have a closer liaison 
with the A.A.G.P., because both organizations 
are striving for the same goal and much work is 
being duplicated — possibly unnecessarily. In 
many ways, it is probably unfortunate that the 
- two groups are not one organization—but we 
have chosen differently, and we can accomplish 
the same result by working together closely, 

Members of the College of General Practice 
are urged tc attend any of the A.A.G.P. 
annual meetings that they can; there is no better 
meeting anywhere for them. At the present 
meeting, the writer officially represented the 
College of General Practice of Canada. 





Association Notes 


HONOUR FOR C.M.A. 
PRESIDENT 


WE EXTEND our congratulations to our President, 
Dr. G. F. Strong of Vancouver, on his installation 
as President of the American College of Physi- 
cians. The installation took place on April 28 
in Philadelphia. Dr. Strong is the third Canadian 
to be honoured by this important body, the pre- 
vious Canadian presidents being Dr. C. F. 
Martin and Dr. Jonathan Meakins, incidentally 
-both McGill graduates. The American College 
of Physicians is a body consisting of specialists 
in internal medicine, with a total membership 
of 9,000 (6,500 fellows and 2,500 associates ). 

The President’s chief task will be to organize 
the annual meeting in Los Angeles in April 1956, 
at which the usual five-day intensive postgradu- 
ate course in internal medicine will be given. 

We are also glad to learn that, in the interests 
of closer liaison between Australasian and North 
American medicine, the President expects to visit 
Australia next March. ; 


CONJOINT ANNUAL MEETING 


A GuweE to the Scientific Programme (published 
in full in the April 15 number) will be found 
on page 56 of this issue. . 
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OPERATION “WIVES” ° 


THE FOLLOWING is the condensed timetable of 
women’s entertainment at the Conjoint Annual 
Meeting. PLEASE show this to your wife, even 
at the risk of having her say that she has nothing 
to wear. 


Monday, June 20 


9.00 a.m. - 4.00 p.m. — Registration. York Room, 
Main Mezzanine Floor, Royal York 


Hotel. 
9.30 a.m. - 11.00 a.m. — Coffee will be served 
in the adjoining Library. 


3.00 p.m. — Fashion Show and Tea in the 
Georgian Room, Eaton’s Main Store. 
Tickets $1.25. 


Tuesday, June 21 

9.30 a.m, - 11.00 a.m. — Coffee will be served 
in the Library. 

9.30 am. — Annual Meeting of the Women’s 
Auxiliary to the Ontario Medical As- 
sociation. 

3.00 p.m. — Garden Tea at Hart House, Uni- 
versity of Toronto. Tickets $1.25. 


Wednesday, June 22 
9.30 a.m. - 11.00 a.m. — Coffee will be served 
in the Library, 
12.30 p.m. — ‘Ladies’ Luncheon, npn 
Restaurant, Exhibition Park, Luc 
Number Prizes. Tickets $2.50. 


Thursday, June 23 
9.30 a.m. - 11.00 a:m. — Coffee will be served 
in the Library. 
10.00 a.m. — Buses leave for a Garden Tour and 


Ladies’ Luncheon at Oakville, Ontario. 
Tickets $3.50. 


Friday, June 24 


9.45 a.m. - 11.30 a.m. — Farewell Coffee Party. 
Palm Court, Main Lobby, Royal York 
Hotel. 


Evening events for ladies and gentlemen are 
not shown in this summary. 





NOTICE 


AMENDMENTS TO THE By-Laws 


In accordance with Chapter XVII, Section 2 of the 
By-Laws of the Canadian Medical Association, the Com- 
mittee on By-Laws recommends the following amend- 
ments to the By-laws for ratification at the 88th Annual 
Meeting: 

CHAPTER VI. (Membership and Discipline) 

Section (2) (a) amend by adding the following 

paragraph: 

“Where his fee remains unpaid on the first day of 


July of the current year, his name shall be removed 
from the list of members of the Association and his 
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membership shall stand suspended without further 
action, but unless his aeniie has been sus- 
pended or cancelled on other grounds, his name 
shall be restored to the list of members and _ his 
suspension shall stand lifted on payment of his fees 
which are in arrears for the current year” 

(2) (b) amend by deleting the words: 


“disgraceful conduct” and _ substituting “conduct 
which the General Council considers unethical’ 


(2) (c) amend by deleting the words: 


“disgraceful conduct” and _ substituting “conduct 
which the General Council considers unethical” 


CHAPTER XI. (Officers, Officials and Executive Com- 
mittee ) he 
Section (3) (Duties and powers of the Nominatin 
Committee) 


Subsection (2) amend by deleting the words of this 

subsection and substituting: 

“Nomination of an Executive Committee which, in 
addition to those who are members ex officio (see 
Chapter XIII, Section 6), shall consist of thirteen 
members drawn from the General Council and 
geographically distributed as follows: three shall 
be resident in the Province of Ontario, two shall be 
resident in the Province of Quebec, and one shall 
be resident in each of the eight other Provinces” 


CHAPTER XII. (Duties of Elective Officers and Ap- 
pointive Officials ) 
Section (1) (Duties of the President) amend by 
deleting the words: 
“its Executive or its General Council” at lines 4 


and 5. 


Section (4) (Duties of the Chairman of the General 
Council) amend by adding the words at the end of 
the first sentence: 


“and shall represent the General Council as and when 

required” to make the sentence now read, “The 
Chairman of the General Council shall preside at 
all meetings of the General Council and _ shall 
represent the General Council as and when re- 
quired.” 


MEDICAL SOCIETIES 


MEDICAL ASPECTS OF 
TRAFFIC ACCIDENTS 


The Montreal Conference on Medical Aspects of 
Traffic Accidents, held in Montreal on May 4 and 5, was 
a remarkable proof of the concern aroused by the prob- 
lem of traffic accidents, as well as a tribute to those who 
conceived and organized the meeting, bringing to it 
speakers from both the U.S.A. and Great Britain. 

The conference set out to define the medical prob- 
lem, to ascertain the relevant data, to indicate in what 
way medical research can approach these problems, 
and to define the responsibility of the medical profession, 
apart from the care of the injured. 

The opening panel session dealt with the training of 
children aaiions traffic accidents. A considerable num- 
ber of U.S. schools devote time to driver training of 
pupils, and this is done at the college level as well, but 
no comparable figures were available for Canadian 
schools, 

The part to be played by the parents is equally im- 
portant, and an outstanding contribution to the dis- 
cussion on this was made by Mrs. Monica Rowbotham, 
a physician from Newcastle upon Tyne. Dr. Rowbotham 
spoke (as a parent) of the protection and training of 
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children in this matter. Parents should be as ready to 
protect their children against motor accidents as against 
infectious disease. Above all, the parents can have a 
most valuable effect by teaching trom the earliest age 
the qualities that make a good driver—consideration tor 
others and patience. They must always be ready to 
admit when they are in the wrong; more than one 
other speaker commented on the average motorist’s 
characteristic of always considering himself in the right. 

Another panel dealt with the thorny problem of 
alcohol and traffic accidents. There was definite dis- 
agreement on the attitude to be adopted towards the 
alcohol content of the blood in the case of a motor 
accident. In some quarters a concentration of 15 parts 
per 1,000 was accepted as proof of intoxication. Others 
felt that this rule might lead to a miscarriage of justice, 
because people varied too much in their response to 
alcohol. As a compromise it was suggested that some 
such figure as 15 parts per 1,000 might be accepted as a 
reasonable basis, even though in some cases it might 
not represent intoxication. 

The relation of epilepsy to driving was also discussed. 
The severity of the law in this respect varies with dif- 
ferent provinces. In some there is absolute prohibition 
of granting driving licences to epileptics. In others the 
epileptic is allowed to appeal his case to a board for 
consideration. It was recognized that a doctor could 
not disclose the nature of his patient’s illness without the 
patient’s consent, or unless compelled by statute to 
report it. Behaviour defects were a most difficult element 
in the granting of licences. Obviously some drivers are 
emotionally and mentally unstable, and are therefore 
dangerous on the road; exclusion of these is a most diffi- 
cult problem. 

Other disabling factors considered included amputa- 
tion, paraplegia, diabetes, drugs and_ self-medication, 
deafness and Méniére’s disease. These all call for careful 
consideration in each case. Ocular defects, and the need 
for standardization of eye tests for drivers, were dealt 
with comprehensively. 

An excellent description of the Detroit Community 
Organization for safety was given by Mr. Donald Slutz 
of Detroit. He showed how one of the most heavily 
“motorized” cities in the world had dealt successfully 
with its problem of motor accidents. It meant hard 
work and in his opinion was a special type of work re- 
quiring trained men. Given such men and an organized 
effort behind them, he felt sure that traffic accidents 
could be brought to the irreducible minimum. The co- 
operation of civic departments was essential, but he 
thought that this could always be obtained by patience 
and _ persistence. 

The general opinion was that this conference had 
done a great service in bringing out the aspects of the 
problem in which the doctor could play a definite part. 
Naturally it involves many other fields, but the hope 
was expressed that a valuable start had been made in 
presenting ‘the problem and offering recommendations. 


CANADIAN PSYCHIATRIC 
ASSOCIATION AND ONTARIO 
NEUROPSYCHIATRIC 
ASSOCIATION 


The following is the programme for the combined 
meeting of the Canadian Psychiatric Association and the 
Ontario Neuropsychiatric Association, which will be held 
in the Royal York Hotel, Toronto, on Saturday, June 
18, 1955. 


MorNING—SCIENTIFIC SESSION 
9.15 — Psychotherapies: Choice of Method. Robert O. 


Jones, M.D., Professor of Psychiatry, Dalhousie 
University, Halifax, N.S. 
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10.30 — Developments in Social Therapies. Desmond 
Curran, M.D., F.R.C.P., Chief of Psychiatry, 
St. George’s Hospital, London, England. 


AFTERNOON—SCIENTIFIC SESSION 


2.00 — Recent Advances in Physical Therapies. S. 
Bernard Wortis, M.D., Professor of Psychiatry, 
New York University Medical College, and 
Director, Bellevue Hospital, Psychiatric Divi- 
sion, New York, N.Y. 

3.00 — Annual Business Meeting, Canadian Psychiatric 
Association (members only). 


EVENING 


6.30 — Annual Dinner (informal), Royal York Hotel. 
(Wives are invited.) Dinner Speaker: William 
Blatz, M.D., Ph.D., Professor of Psychology 
and Director of the Institute of Child Study, 
University of Toronto. 
All members of the medical profession are invited to 
attend the scientific sessions. 





CANADIAN ASSOCIATION 
OF PATHOLOGISTS 


The programme for the Seventh Annual Meeting of 
the Canadian Association of Pathologists, to be held in 
Private Dining Room No. 8 of the Royal York Hotel, 
Toronto, on June 24 and 25, is as follows. 


Friday, June 24 
Morning Session 
Chairman: Carleton Auger 


9.15 a.m. — Transfusion Therapy, and Some Effects of 
Multiple Pregnancy in Patients of Rh Geno- 
iype -D-/-D- and CDe/-D-. D. I. Buchanan, 
+ 5, nei Alta. 

9.45 a.m. — Two Cases of Isolated Lipid Histiocytosis 

of the Spleen. F. W. Wiglesworth, Mont- 

real, Que. 

10.15 a.m. — Osteoclastoma and Related Problems. N. G. 
B. McLetchie, Halifax, N.S. 

11.00 a.m. — The Nature and Source of Hyaline Mem- 
branes in the Lungs of the Newborn: A 
New Approach. M. J. Lynch, Sudbury, Ont. 

11.30 a.m. — The Significance of Hemosiderin Deposits 
in Early Atherosclerotic Plaques. J. C. 
Paterson, London, Ont. 


Afternoon Session 
Chairman: J. M. Lederman 


2.00 p.m. — Regional Differences in the Structure of 

the Pancreatic Islets. S. A. Bencosme, 
Kingston, Ont. 

2.30 p.m. — The Pathogenesis of Connective Tissue Dis- 
ease. D. Murray Angevine, Madison, Wis. 
(by invitation). 

3.30 p.m. — Morphological and Histochemical Studies 
in Fibrinoid. Henry Z. Movat and Robert 
H. More, Kingston, Ont. 

4.00 p.m. — The Structure of the Glomerulus. J. F. A. 
McManus, Birmingham, Ala. 

4.30 p.m. — Antibiotics and the Clinical Pathologist. 
Arnold Branch, Saint John, N.B. 





6.30 p.m. — Cocktails, (Private Dining Room No. 10.) 


7.30 p.m. — Banquet. (Private Dining Room No. 10.) 
Members’ wives are invited. . 
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Saturday, June 25 
Morning Session 
Chairman: John Hamilton 
9.30 a.m. — Business Meeting: Minutes of semi-annual 
meeting. Business arising out of minutes. 


Financial statement. Reports of standing 
committees. 


Afternoon Session 


2.00 p.m. — Reports of special committees. Other busi- 
ness. Election of officers. 





CANADIAN RHEUMATISM 
ASSOCIATION 


The programme for the 1955 annual meeting of the 
Canadian Rheumatism Association, which will be held 
in Toronto on June 24 and 25, is as follows. The 
scientific sessions will be open meetings, not confined to 
Association members. 


Friday Morning, June 24 


Private Dining Room No. 10 
Royal York Hotel 


9.00 a.m. — Ultra-sound Wave Therapy in Soft Tissue 
Rheumatism. Dr. Walter Ruhman, Mont- 


real, 
9.30 a.m. — Spontaneous Rupture of the Extensor Pol- 
licis Longus Tendon in Rheumatoid 


Arthritis. Drs. W. R. Harris and Glen A. 
MacDonald, Toronto. 

10.00 a.m. — Sjégren’s Syndrome—An Ocular Complica- 
tion of Rheumatoid Arthritis. Dr. A. J. 
Elliot, Toronto. : 

10.30 a.m. — Operative Procedures of Value in Rheuma- 
toid Arthritis (Review of Toronto General 
Hospital Cases). Dr. W. R. Harris, 
Toronto. 

11.00 a.m. — Medical and Social Factors of Importance 
in the Prognosis of Rheumatoid Arthritis. 
Dr. Malcolm Thompson, Boston, Mass. 


11.30 a.m.— Meeting of Council of the Canadian 
Rheumatism Association. (Closed meeting 
—Council members only. ) 


Friday Afternoon 


Joint Meeting with the Canadian Heart Association 
Lecture Theatre, Hospital for Sick Children 


2.00 p.m. — Cardiac Involvement in Rheumatoid Arth- 
ritis and Ankylosing Spondylitis. Drs. Hugh 
Smythe and Donald C. Graham, Toronto. 

2.30 p.m. — Observations on the Use of Prednisone 
(Metacortandracin) in Rheumatic Disease. 
Drs. Phillip S. Rosen, Wallace Graham, 
A. A. Fletcher, Donald C. Graham, M. A. 
Ogryzlo, J. N. Swanson and Annjane 
Carter, Toronto. 


3.00 p.m. — Metacortandracin in Rheumatic Diseases. 
Doctors R. Dussault, J. Blais, R. Demers, 
J. Durivage, L. Long, and de G. Vaillan- 
court, Montreal. 

3.80 p.m. — Serious Toxic Manifestations of Prolonged 
Hydralazine (Apresoline) Therapy. Dr. J. 
D. Morrow, Toronto. 

4.00 p.m. —-Selection of Patients for Mitral Commissur- 
otomy. Dr. Paul Wood, London, England. 
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Saturday Morning, June 25 


Private Dining Room No. 10 
Royal York Hotel 

9.00 a.m.—A Clinical Review of Rheumatic Diseases, 
Diagnosis and Treatment. Dr. Douglas 
Taylor, Toronto. 

9.30 a.m.— Assessment of Therapeutic 
Rheumatoid Arthritis. Dr. L. 
Ottawa. 


10.00 a.m. — Pigmented Villonodular-Synovitis. Dr. J. N. 
Swanson, Toronto. 


10.30 a.m. — The Painful Shoulder Syndrome in Sana- 
torium Patients. Dr. Harold S. Robinson,, 
Vancouver. 

11.00 a.m. — Annual General Meeting of the Canadian 
Rheumatism Association (Association mem- 
bers only). 


Agents in 
Mandel, 


CANADIAN HEART 
ASSOCIATION, INC. — 
SOCIETE CANADIENNE 
DE CARDIOLOGIE 


The following is the programme for the eighth annual 
meeting of the Canadian Heart Association, Inc., to be 
held in the Hospital for Sick Children, Toronto, on June 
24 and 25, 1955. 


Friday, June 24 
9.30 a.m. — Annual business meeting. 


2.00 p.m. — Afternoon Session—Joint Meeting with the 
Canadian Rheumatism Association. 


2.00 p.m. — Cardiac Involvement in Rheumatoid Arth- 
ritis and Ankylosing Spondylitis. Hugh 
Smythe and Donald C. Graham, Toronto. 


2.30 p.m. — Observations on the Use of Prednisone 
(Metacortandracin) in Rheumatic Disease. 
Phillip S. Rosen, Wallace Graham, A. A. 
Fletcher, Donald C. Graham, M. A. 
Ogryzlo, J. N. Swanson and Annjane 
Carter. 


3.00 p.m. — Metacortandracin in Rheumatic Diseases. 
R. Dussault, J. Blais, R. Demers, J. 
Durivage, L. Long, and de G. Vaillancourt, 
Montreal. 


3.30 p.m. — Serious Toxic Manifestations of Prolonged 
Hydrazaline (Apresoline) Therapy. J. D. 
Morrow, Toronto. 

4.00 p.m. — Selection of Patients for Mitral Commissur- 


otomy. Paul Wood, National Heart Hos- 
pital, London, England. 


Saturday, June 25 


Morning Session 


9.30 a.m. — Panel Discussion: Is Ordinary Effort a Pre- 
cipitating Factor in Coronary Occlusion? 
Introduction. George F. Strong, Vancouver. 
Clinical Aspects. William Evans, London, 
Eng.; Harold N. Segall, Montreal. 
Pathological Aspects. J. C. Paterson, Lon- 
don; H. J. Barrie, Toronto. 


11.30 a.m. — Anticoagulants in Coronary Disease. A. R. 
Gilchrist, Edinburgh. 
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Afternoon Session 


2.00 p.m. — Artificial Heart-Lung Pump in Congenital 
Heart Surgery. W. T. Mustard, Toronto. 


2.30 p.m. — Hypothermia in Heart Surgery. W. G. 
Bigelow, Toronto. 


3.00 p.m. — Selective Angiocardiography in Infants and 
Children. Richard D. Rowe, Toronto. 


3.30 p.m. — Atrial Septal Defects with Special Refer- 
ence to Atrioventricularis Communis. John 
D. Keith, Toronto. 


L’ASSOCIATION DES MEDECINS 
DE LA RIVE SUD 


_ L’Association des Médecins de la Rive Sud will meet 
in Rimouski on June 10 and 11. On the Friday evenin 
there will be a medical forum open to the public wit 
the following guests: Drs. Roméo Blanchet; Jean 
Bouchard, Armand Frappier, Jean Grégoire, Lucien la 
Rue and Marc Trudel. On Saturday there will be a 
clinic at the Rimouski Hospital in the morning and a 
medical forum in the afternoon, with the following 
guests: Drs. Carleton Auger, Paul David, E. B. Gagnon 
Fernand Grégoire, rue Genest, Jean Bouchard and 
Maurice Turcotte. A full programme of entertainment 
for the ladies has also been arranged, and the meeting 


will close with a banquet and dance at the Hotel St. 
Louis. 


CANADIAN DERMATOLOGICAL 
ASSOCIATION 


The Annual Meeting of the Canadian Dermatological 
Association will be held in the Brock-Sheraton Hotel, 
Niagara Falls, Ont., on Friday and Saturday, June 24-25, 
1955. British dermatologists will also present papers. 


CANADIAN CANCER SOCIETY 


TAKE NOTICE that the 1955 Annual Meeting of 
CANADIAN CANCER SOCIETY will be held in the 
Chateau Laurier Hotel, Ottawa, Ontario, on Thursday, 
June 9, 1955, at 11.30 o’clock in the morning, Eastern 
Daylight Time, to receive the reports of the Directors 
and the Auditors and to transact such other business as 
may properly be brought before the meeting. 

By Order of the Directors; George Pifher, Secretary- 
Treasurer. 


CANADIAN ASSOCIATION 
OF RADIOLOGISTS 


The Council Meeting of the Canadian Association of 
Radiologists will be held in the Royal York Hotel, To- 
ronto, on Tuesday, June 21, 1955, at 7.30 p.m. On 
Wednesday, June 22, the Association will hold a Special 
oo Meeting (dinner meeting) in the Royal York 

otel. 


GUY’S HOSPITAL REUNION 


A reunion of Guy’s Hospital doctors and their wives 
will be held in the form of a cocktail party in Private 
Dining Room No. 9, Royal York Hotel, Toronto, on Wed- 
nesday, June 22, from 6 to 8 p.m. It is hoped that all 
Guy’s men and their ladies will be present. : 
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CORRESPONDENCE 


RAUWOLFIA IN 
CONSTITUTIONAL LEANNESS 


To the Editor: 


I feel that Dr. Genest and his colleagues have been 
somewhat premature in their article (Canad. M. A. J., 
72: 490, 1955). Three cases followed for a few months 
in an uncontrolled trial, in which there is no doubt that 
psychological factors played a large part, proves merel 
that in their three cases exhibition of rauwolfia was fol- 
lowed temporarily by a gain in weight. 

The main point of this letter is to Question the attempt 
to add weight to the individuals. Average weights after 
all are not necessarily ideal weights. There are too many 
factors involved to simply state “the person’s weight 
should be x Ib.” I have never anywhere seen it suggested 
that underweight people as such are at greater risk than 
the general community as regards incidence of disease 
or longevity. 

I feel the report would have been of infinitely greater 
interest if we had been enlightened as to diets before 
and after administration of the drug; and whether the 
drug did indeed have any apparent effect on their 
“postural activity” (ie. did they become somewhat 
lethargic? ). Further, various anatomical measurements 
may have given suggestions as to where the weight was 
put on (i.e. increase of muscle mass or adipose tissue, 
or merely fluid retention). It would also be interesting 
to know if the drug causes any hypotension and if this 
cuetet any discomfort or if any other side-effects were 
noted, 

Finally, we are not told how the patients themselves 
reacted to the treatment. Did they feel any better for 
having put on a few pounds in weight? 

Rauwolfia is a relatively expensive drug and, before it 
is crag 4 dispensed as an antidote to the underweight, 


I think that we should be assured of its efficacy and 
advisability. 

H. Keman, M.B., Ch.B. 
P.O. Box 382, 
Byron, Ont., 


April 17, 1955. 


To the Editor: 


In reply to Dr. Keidan’s letter, it must be stated, as 
was obvious from our paper, that the use of rauwolfia in 
constitutional leanness came as a by-product of the study 


of its side-effects in arterial hypertension. At this stage 


we were only interested to see whether rauwolfia or its 
pure alkaloid reserpine could increase the weight of 
constitutionally lean people. For this we chose three 
young women whose —— had been stable for at least 
a year previously, and three factors were closely con- 
trolled during the ten-month observation Rear f (1) 
weekly weight on the same scale; (2) blood pressure; 
(3) pulse rate. We found, in the patients studied, an 
increase in weight of 8 to 12 pounds which coincided 
with the administration of the drug. This was due to a 
marked increase in appetite and also, for want of more 
specific terms, to a decrease of energy expenditure due 
to a definite “tranquillizing effect.” 

Contrary to the “uncontrolled” assertion of our cor- 
respondent, we are convinced that psychological factors 
played little part, if any, in the weight increase of 
these patients. The diet was not controlled in any way 
and the patients were left free to eat what they wanted 
and when they wanted. They all reported a voracious 
sate and they all stated that they felt calmer than 
before. No change in the blood pressure was observed in 
these normotensive subjects. Only one of them com- 
plained of slight somnolence, which disappeared with 
time. No clinical sign of fluid retention was observed. 
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We are in complete agreement that most underweight 
people with so-called constitutional leanness are not a 
“greater risk than the general community as regards 
incidence of disease or longevity.” But a number of these 
lean persons, especially women, are anxious for zsthetic 
reasons or others to put on some weight, and it seems 
to us of some interest that at last we had a drug that 
was capable of fulfilling this purpose by increasing 
markedly the appetite and decreasing the nervous 
tension of these individuals. 

This was the sole and obvious purpose of our report. 
In view of this limited objective and the preliminary 
nature of this work, the statement concerning “various 
anatomical measurements as to where the weight was 
put on (increase of muscle mass or adipose tissue . . .)” 
is somewhat beside the point. | Jacques Genest, M.D. 


Hétel-Dieu de Montréal, 
3840 St. Urbain St., 
Montreal 18, Que., 

April 27, 1955. 


POLIOMYELITIS VACCINE 


To the Editor: 


I am perturbed by the announcement that the third 
poliomyelitis inoculation is to be given at the end of 
June. All inoculations in or near voluntary muscles are 
themselves liomyelitis hazards, experience having 
shown that the respondent anterior neurones have their 
susceptibility to virus enhanced by such procedures. 
Moreover the antibodies are still putative and so far 
confined only to test-tube experience apart from the 
very inconclusive test of last year. No virologist of any 
repute believes that dead virus can satisfactorily alter the 
susceptible state in this or any other viral disease. As 
communal susceptibility rises with the oncoming hot 
weather, I think we should be very cautious in the use 
of all vaccines from now on. It is my view that further 
inoculations would now constitute a poliomyelitis hazard 
and that they should subsequently be given in the winter 
season. E. H. Evans, M.R.C.S., L.R.C.P. 


School Hill, 
Rockingham, N.S., 
May 5, 1955. 


The above letter was submitted to a_ well-known 
authority on poliomyelitis. His reply to the questions 
raised by Dr. Evans is printed below. 


I am interested to read the letter from Dr. Hugh 
Evans. He has a point in that we believe that inocula- 
tions of irritant substances given intramuscularly may 
serve to localize paralysis to the inoculated limb. This, 
however, occurs only in a small percentage of all in- 
oculated persons, presumably those who are already 
infected with the virus at the time of inoculation. 

The vaccine prepared by the Connaught Laboratories 
is of a very bland nature and furthermore is melas given 
subcutaneously. I do not think, therefore, that this risk 
is at all great. It is ho that before too long it may 
be possible to give children the primary course of im- 
munization in the late fall, with a ster” in the spring, 
so that any possible provoking effect of the inoculation 
should be minimal, poliomyelitis virus not being preva- 
lent at these times of the year. 

The second point raised by Dr. Evans is not accept- 
able. There is no question about the protective value 
of poliomyelitis antibody. Antibody not only kills virus 
in tissue cultures, but it has a powerful protective effect 
in mice and monkeys against a challenge with live virus. 
Furthermore, I do not agree with Dr. Evans that few 
virologists accept that killed virus will alter the ane 
bility to infection. There is excellent evidence that 
vaccines consisting of killed virus will render an indi- 
vidual resistant to rabies, influenza, equine encephalitis, 
and now poliomyelitis. 
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CARDIOSPASM 


To the Editor: 


I am indeed grateful to Dr. Paul O'Sullivan for his 
very evident interest in the subject of cardiospasm as re- 
vealed by his letter (C. M. A. J., 72: 395, 1955). Dr. 
O’Sullivan’s comments are an encouragement to me; I 
had greatly feared that nobody but myself had read my 
article. Dr. O’Sullivan has been kind enough, and indeed, 
may I say, intuitive enough, to perceive that my com- 
munication was “provocative.” It was deliberately in- 
tended to be so. 

Your correspondent’s comments about the accuracy of 
diagnosis in the cases reported cannot, however, be ac- 
cepted in the same warm manner. May I assure him 
that the problem of cesophagitis was very much in otf 
minds; in the series reported — and we were very frank 
in our reporting of these cases — this diagnosis was very 
seriously considered in Case 2. Nonetheless this case 
exhibited two of the stigmata of functional obstruction 
of the cardia; namely, difficulty in swallowing, with x-ray 
findings of delay in the passage of barium into the 
stomach, Like the others reported, this patient had im- 
mediate symptomatic relief following operation. 

Much as we were concerned with the problem of 
cesophagitis in these cases preoperatively, we are even 
more concerned with the possibility of its development 
postoperatively; this concern is clearly implied in my 
original communication. It is equally clearly implied 
in the published literature on this subject. In short, if 
the operation of myotomy, as practised for the relief of 
functional obstruction of the cardio-cesophageal region, 
can be demonstrated to be accompanied by an acceptable 
incidence of peptic ulceration of the cesophagus, then 
indeed it will deserve a place in our armamentarium of 
treatment and the surgeon’s knife should have an equal 
role with the psychiatrist’s couch and the assorted bougies 
of the otolaryngologist. If the incidence of this complica- 
tion is unacceptable, then most certainly myotomy should 
be consigned to the ash can. 

It is to be hoped that the publication of our com- 
munication will lead to the publication of reports of 
other series in which this complication may or may not 
have occurred. Garlock has recently made such a report. 
It is equally to be hoped that reports of complications 
consequent upon repeated cesophagoscopy and bouginage 
will be as frankly reported. It is important, too, that the 
deaths of dear old ladies who suffer from functional 
obstruction of the cardio-cesophageal region and who 
die untreated from malnutrition and aspiration pneumonia 
be reported with equal frankness. 

Reports of this nature will be a valuable contribution 
to the literature on this subject. Contributions which 
merely reiterate the text of standard textbooks will be of 
little value. “Intellectual dysphagia” is not an attribute 
which will help us to an understanding of the problem 
of functional obstruction. Your correspondent’s apparent 
ability to distinguish clinically between “achalasia” and 
“cardiospasm” would suggest that his experience is rather 
more academic than clinical. 

Finally, may I be permitted one additional observa- 
tion. In his communication your correspondent was kind 
enough to state that perhaps 10% of sufferers from func- 
tional obstruction of the cardia might benefit from 
myotomy. May I suggest that not 10%, but something 
more nearly approximating 0.01% of Canadians suffer- 
ing from functional obstruction of the cardio-cesophageal 
region, by whatever name we call it, have, in the past, 
had the benefit which this procedure confers. 

I repeat: this. procedure gives immediate symptomatic 
relief of obstructive symptoms. This is a well-documented 
fact. It is not a matter of opinion. Our final acceptance 
of, or rejection of, the procedure of myotomy should 
be based upon similarly objective observations. 


G. M. Brownricc, M.D. 
47 Queen’s Road, * 
St. John’s, NAd., 
April 14, 1955. 
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SPOROTRICHOSIS IN CANADA 
To the Editor: 


Two articles on sporotrichosis in Canada have 
appeared in our Journal in recent years, the first, by 
Fischer and Markanen (July 1951) and the second by 
Hawks in January 1955. Both papers referred to an 
article published by myself in the Journal in January 
1915, entitled “Observations on a Sporothrix bearing 
some resemblance to the Sporothrix beurmanni,” and 
the familiar words of “memory hold the door” were 
stirred in my mind by their rather casual reference to 
my work. 

Fischer and Markanen claimed to have been the first 
in Canada to isolate the Sp. schencki by laboratory meth- 
ods, and yet I felt certain that I had been there before 
them. The substantiation of my claim however was not 
easy. In forty years records can easily become misplaced, 
and so it was only in February of this year that I was 
at last able (with very considerable satisfaction) to un- 
earth my evidence in full. I found my 1911 volume of 
case records, with notes on my patient “E.S.” and two 
photographs of the left forearm with the notation 
“Sporotrichial gumma E.S., December 20, 1911” and 
notes on the lesion having healed in twelve days; the 
treatment was potassium iodide by mouth and the local 
application of tincture of iodine. I also found my original 
microscope slides with coverslips. 

My files contained letters from the late Professor 
A. G. Nicholls, who was then assistant professor of 
pathology at McGill University. I had sent him three 
tubes of the sporotrichial culture growth, and in his final 
letter he said: “I showed the specimens of the mould to 
the Lister (Laboratory) Club and to Professor Adami. 
It was new to all and others could not place it. I have 
no doubt that it is a sporothrix. Why not call it Sporo- 
thrix learmonthii? In any case you should publish this 
case. 

Professor Nicholls did not obtain positive results in 
the inoculation of a mouse, but he identified a sporo- 
thrix from cultures I had taken from the gumma on my 
patient’s arm. I may add that the lesion appeared a few 
days after the patient had been working over the 
delivery of a litter of piglets, beginning as a red spot 
on his forearm just above the wrist. I recognized this 
as a probable sporotrichial infection, as I had seen a 
similar ulcer some years before and had followed the 
literature on sporotrichosis. 

I feel therefore that I may fairly claim to have isolated 
the. Sporothrix schencki in Canada in 1911. 

GrorceE LEARMONTH, M.D. 
511 Greyhound Bldg., 


Calgary, Alta., 


April 16, 1955. 


SPECIAL CORRESPONDENCE 


The London Letter 


(From our own correspondent) 


POLIOMYELITIS VACCINE 


The Minister of Health has informed the House of 
Commons that two firms in this country are producing 
poliomyelitis vaccine, and that the Government proposes 
to ask these firms to sell their entire output to the Gov- 
ernment. No supplies are at present available from the 
United States. It is expected that 500 to 1,000 litres of 
vaccine will be available by the end of the year. One of 
the major problems in the production of vaccine is the 
supply of monkeys, and the Government has taken up 
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with the Government of India the recent restrictions 
which the latter has imposed on the export of monkeys. 
As an alternative supply, the Medical Kesearch Council 
has flown representatives to West Africa to investigate 
the possibilities of obtaining monkeys from this source. 

The Medical Research Council has announced that it 
proposes to devote the small supplies of vaccine available 
at the moment to an investigation of the antibody 
response in groups of 100 to 200 children, aged 1 to 
12 years, at each of six centres: London (2), Manches- 
ter, Sheffield, Glasgow and Belfast. This is the most that 
can be done with the limited supplies available. It would 
obviously be useless to attempt anything even remotely 
resembling an appraisal of the clinical protection 
afforded by the vaccine. 


SuGAR AND DENTAL CARIES IN CHILDREN 


“Provided a child is fed on a diet as good as that of 
the average children’s residential institution in England, 
a substantial increase in the amount of sugar in the diet 
will not affect the child’s liability to dental caries within 
a period of at least two years,” according to a report 
on “The Effect of Sugar Supplements on Dental Caries 
in Children” published by the Medical Research Coun- 
cil. The report is based upon the findings in a carefully 
controlled investigation of over 700 children, age 2 to 
14 years, in residential institutions in London, Liverpool 
and Sheffield, who were followed for 1% to 2 years. In 
Liverpool and Sheffield, 23 oz. of refined sugar per child 
per week was added to the diets of the test group. In 
London, where only children of the 2-4 years age-group 
were investigated, it was felt that this was more sugar 
than children of this age would consume, so it was 
arranged that the basic diet should contain about 11 oz. 
a_ week, whilst those in the test group received a sup- 
plement of 11 oz. a week. Further, some of the London 
children were given their sugar in the form of brown 
(“raw”) sugar. In the case of deciduous teeth there was, 
as a whole, no evidence that additional sugar, white or 
brown, as administered in this investigation, resulted in 
any increase in caries. In the case of permanent first 
molars, although -the sugar. groups tended to show a 
slightly greater ‘increase in, and spread of, caries than 
the control groups, on balance the total figures available 
for: these teeth did not disclose any consistently 
significant differences. 


MeEpDIcAL HyPNOTISM 


A subcommittee appointed by the Psychological Medi- 
cine Group Committee of the B.M.A. has come to the 
rescue of hypnotism, which has recently been under a 
cloud of suspicion over here. In its report on “Medical 
Use of Hypnotism,” which was approved by the Council 
of the Association at its last meeting, the subcommittee 
reports that “it is satisfied . . . that hypnotism is of 
value and may be the treatment of choice in some cases 
of so-called psychosomatic disorder and psychoneurosis 
. . . As a method of treatment . . . it has proved its 
ability to remove symptoms and to alter morbid habits 
of thought and behaviour.” On the other hand, the sub- 
committee “is firmly of the opinion that publications 
which convey to the layman the impression that hypno- 
tism is a panacea cannot be discouraged too strongly.” 

It is recommended that the use of hypnotism in treat- 
ment should be restricted to “persons subscribing to the 
recognized ethical code which governs the relation of 
doctor and patient.” This, however, should not preclude 
its use by suitably trained psychologists and medical 
auxiliaries, Although “the amount of: work necessary to 
ance a patient to undergo surgical operation under 

ypnotism limits its usefulness,” it is agreed that “there 
is a place for hypnotism in the production of anzsthesia 
or analgesia for surgical and dental operations.” Further, 
“in suitable subjects it is an effective method of relieving 
pain in childbirth without altering the normal course 
of labour.” 


~ 





Asstracts 865 





Sex HORMONES AND THE PUBLIC 


There is no control in this country over the sale of 
sex hormones which, so far as the legislature is con- 
cerned, are freely available to the public. To what ex- 
tent this position is being abused is a matter of opinion, 
but there is no doubt that women are using some of 
these preparations without medical supervision for pur- 
poses such as suppressing lactation and attempting to 
shorten the duration of a physiological amenorrhcea. 
This matter has been under consideration for some time 
by the Pharmaceutical Society and the British Medical 
Association, and the Council of the former has now 
decided “to advise pharmacists not to supply sex hor- 
mones or their. preparations unless satished that the 
customer is obtaining them on medical advice, though 
not necessarily presenting a prescription.” In its official 
announcement the Council adds: “This does not apply 
to cosmetic preparations containing hormones which are 
at present the subject of separate consideration.” One 
cannot but admire the altruism of coming to this 
decision, but there must be many pharmacists wondering 
whether it really is their responsibility to cross-examine 
their customers as to the why’s and wherefore’s of their 
requirements. To many, whether pharmacists or doctors, 
a simpler and more satisfactory procedure would appear 
to be the Scheduling of these preparations so that they 
can be obtained only on prescription. 

London, May 1955. WiiuiaM A. R. THoMsoN 





ABSTRACTS from current literature 


MEDICINE 


Portal-Systemic Encephalopathy: Neurological 
Complications of Liver Disease. 


SHertock, S. et al.: LANcet, 2: 454, 1954. 


In this paper the authors describe neurological com- 
plications arising spontaneously in patients with liver 
disease, with particular reference to deranged nitrogen 
metabolism. In 13 out of 18 patients with liver disease, 
histological confirmation of the diagnosis was obtained. 

The neurological complications consisted of a cloud- 
ing of consciousness, which occurred in all patients and 
sometimes progressed to coma. Lapse into coma might 
be abrupt, but more often the insidious evolution of 
mental confusion and apathy was the first sign of 
deterioration. Though varied by grimacing and ee 
the facial expression was lessened, salivation increased, 
and speech was slow, slurred, and increasingly restricted. 
Comprehension became clouded, so that simple requests 
were obeyed with difficulty and socially bizarre behav- 
iour created embarrassing situations. Episodes commonly 
began in the late evening, and recovery was_ often 
rapid, consciousness —s before other neurological 
signs abated. The variation from day to day and even 
hour to hour was particularly pronounced in the group 
with persistent signs. A disorder of the motor system 
was present in every patient, the most characteristic 
being “flapping tremor,” observed in 17 out of the 18. 
Absent at rest, mitigated by movement and maximum 
on sustained posture, the tremor was usually bilateral 
though not bilaterally synchronous. In coma the tremor 
disappeared, but could occasionally be appreciated by 
entle elevation or passive movement of a limb. The 
diffuse nature of the cerebral disturbance was shown 
by the reversed sleep rhythm, excessive appetite, mus- 
cular twitchings, grasping and sucking reflexes, and dis- 
orders of speech and vision. 

Five patients had constant though variable neuro- 
logical abnormalities over periods ranging from eight 
months to more than ée years; seven patients 
developed transient neurological disorders which did 





866 ABSTRACTS 


not exceed a week, complete recovery following; a 
further group of six patients had terminal neurological 
disturbances, which developed in the course of severe 
eee pee failure, and death ensued within eight 
ays, 

Three important clinical factors became evident: 
portal systemic venous collaterals, hepato-cellular disease, 
and nitrogenous substances in the intestine. The five 
patients with chronic symptoms suffered from portal 
cirrhosis, but in none was liver function severely im- 
paired. In every case, however, extensive portal systemic 
venous communications could be demonstrated. Severe 
liver damage was more important in the transient and 
terminal groups. 

In three patients, the neurological signs were pre- 


cipitated or enhanced by the administration of am-. 


monium chloride (10 gm. daily for 4-6 days). Smaller 
therapeutic doses of ammonium chloride (3-6 gm. 
daily) may have had an adverse effect on four patients 
with severe liver disease. In four patients signs were 
markedly aggravated by increasing dietary protein above 
60 gm. daily and by giving methionine. Undue sensi- 
tivity to nitrogenous substances was particularly pro- 
nounced in the group with persistent signs. In all 
patients with neurological complications, the Rotten level 
of ammonium in the peripheral blood was higher than 
in normal subjects or patients with uncomplicated liver 
disease. In patients with severe hepato-cellular damage, 
the ammonium levels in hepatic veins exceeded those 
in the peripheral veins, indicating that ammonium 
carried in the portal vein was passing through a 
damaged liver. Conversely, in patients with extensive 
portal systemic collaterals the ammonium levels in peri- 
pheral veins usually exceeded those in the hepatic veins, 
suggesting that ammonium from the portal veins was 
entering the systemic circulation without passing through 
the liver. These findings were emphasized by giving 
oral ammonium chloride. W. F. T. Tattow 


Mental Depression in Hypertensive Patients 
Treated for Long Periods with Large Doses 
of Reserpine. 


Freis, E. D.: New ENGLAND J. MeEp., 251: 
1006, 1954. 


The authors report five cases of severe mental depres- 
sion, two with contemplated suicide, in hypertensive 
patients treated with reserpine (Serpasil), the active 
alkaloid of Rauwolfia serpentina. In all but one case the 
mental condition rapidly reverted to normal on dis- 
continuing the drug. The fifth patient was slowly im- 
proving. The reserpine had been administered for 
periods of from four months to a year. 

Maintenance doses of reserpine should be kept as low 
as possible, preferably under 0.25 mgm. a day, to mini- 
mize the possibility of the development of serious mental 
depression. NorMaAN S. SKINNER 


Radioactive Isotopes as Aids in Medical 
Diagnosis. 


Qumsy, E. H.: New ENGLAND J. MeEp., 252: 
1, 1955. 


As yet, radioactive isotopes do not provide any diag- 
nostic test of specific value in the diagnosis of disease. 
They do, however, serve as “diagnostic aids.” As usually 
employed there is no danger of adverse radiation effect 
upon the patient and there is absolutely no danger to 
others from the excreta, which requires no unusual 
methods of disposal. 

Present diagnostic methods employing radioactive 


isotopes are based on one of four phenomena: the dilu- . 


tion of a known amount of isotope in a body. fluid to 
determine the amount of that fluid; the rate of trans- 
fer from one part of the vascular system to the other 
in study of the circulation; the rate of disappearance of 
isotope injected into a certain tissue to reveal the state 
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of the local circulation; and the localization and con- 
centration of isotope in a certain organ or tissue in the 
study of local function. 

Radioactive chromium is widely used in blood volume 
determinations, and different isotopes are useful in the 
study of extracellular fluid, such as ascites or oedema. 
Various circulation tests have proved their usefulness. 
Injection -of suitable isotope into a pedicle skin graft, 
with measurement of its rate of disappearance, provides 
an index of whether the graft is suitable for movement. 
Radioactive iodine is widely used in the study of thyroid 
function, and isotopes have shown their usefulness in the 
detection of malignant deposits, especially in the brain 
but also in other tissues, such as the liver. 

NorMAN S. SKINNER 


Tuberculous Pleural Effusions Treated with 
Streptomycin, Para-aminosalicylic Acid, and 
Early Aspiration. 


Emerson, P. A.: Quart. J. Mep., 24: 61, 1955. 


Specific antibacterial therapy for tuberculosis is of 
advantage in the treatment of tuberculous pleural 
effusion. The period of pyrexia is markedly decreased, as 
is the likelihood of subsequent development of pul- 
monary tuberculosis. Twenty-five such cases of pleural 
effusion were treated with streptomycin and _para- 
aminosalicylic acid and the results compared with those 
in a control group of 40 apparently clinical identical 
effusions not so treated. All patients were kept in bed. The 
patients receiving antibacterial therapy had an average 
duration of fever of 22 days, as compared with 45 days 
in the controls. After a two-year follow-up period, 
active tuberculosis developed in nine of the 40 controls 
but in only one of the 25 treated cases. Therapeutic 
aspiration of pleural fluid was discontinued, as it did not 
appear to be of any advantage. The duration of increase 
in sedimentation rate was the same in both groups. No 
conclusions could be drawn about the effect of antibac- 
terial therapy on the duration of the effusion. 
NorMaAN S. SKINNER 


The Stomach in Pernicious Anzmia: 
A Cytologic Study. 


Massey, B. W. AND Rusin, C. E.: Am. J. M. 
Sc., 227: 481, 1954. 


In the course of a series of cytological examinations for 
the detection of gastric malignancy, a positive report 
was made on a patient with treated pernicious anemia. 
Subsequent clinical observations did not confirm this 
diagnosis. The cells in question were much larger than 
normal, were varied in size, and had heavy nuclear 
membranes. Cells of such size and nuclear abnormality 
had not been seen before by these authors except in 
carcinomatous stomachs. 

In an attempt to explain an apparent false-positive 
diagnosis, and also to gather additional knowledge about 
the stomach in patients with pernicious anemia, smears 
were collected from the stomachs of 21 patients with 
treated pernicious anzemia in complete hematological 
remission. All 21 patients comprising this series had a 
few groups of columnar cells, similar to those described 
above, which differed characteristically from the normal. 
Such cells were not seen in more than 150 other gastric 
cytological examinations on patients without pernicious 
anzmia. The authors refer to these as “P.A. cells.” They 
have since discovered that these gastric “P.A. cells,” 
indistinguishable from those seen after years of therapy, 
can also be found in cases of untreated pernicious 
anzemia. 

Investigation of a larger series is necessary to deter- 
mine whether this “P.A. cell” is pathognomonic for the 
disease. If this proves true, the diagnosis may be estab- 
lished despite the previous institution of specific therapy; 
a great advantage in these days of shotgun antianemic 
medication. S. J. SHANE 
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SURGERY 


An Experimental and Clinical Study of Free 
Mesothelial Grafts in the Treatment of 
Intraperitoneal Adhesions. 


Carver, G. M.: Surc., GyNEcC. AND Ossr., 100: 
163, 1955. 


The significant structure which determines healing in 
the peritoneal cavity by fibrosis and permanent scarring, 
or by resolution, is the serosa. Peritoneal adhesions may 
occur after more than 80% of abdominal operations. 
The fibrinous types are most common, as they follow 
mild peritoneal insults; they soon undergo resolution. 
Those that heal by fibrosis are permanent, and if they 
involve the small intestine may require operation. They 
are usually due to more extensive damage to the serosa 
and subserosal connective tissue; therefore prevention 
of the initial peritoneal injury is important. 

The author has experimentally replaced the damaged 
mesothelial surface of small intestine after excising the 
fibrotic adhesions, using free mesothelial grafts. These 
are taken from omentum, bowel mesentery, falciform 
ligament or peritoneum, in the same manner as a full 
thickness skin graft is used. The graft requires delicate 
handling. The donor site is closed by primary suture. 
Different donor sites were selected for each graft used 
on the experimental animals. The grafted sites were 
oo at about one month and again at six months. 
Fibrinous adhesions seen at the first exploration had 
completely disappeared six months after grafting. No 
fibrous ciieiiens were found at any of the donor sites. 
Out of 36 grafts, only three showed fibrous adhesions 
at the recipient site. The adhesions were ascribed to 
technical error. 

Clinical application is described in three cases. All 
were due to intestinal obstruction from postoperative 
adhesions. The first was in an 8-year-old girl with 
ileo-czecal adhesions eight months after appendectomy. 
A peritoneal graft was used to cover the defect. The 
second was in a 36-year-old male with mid-jejunal ob- 
struction 14 months after cholecystectomy. The defect 
was covered by a mesothelial graft from the falciform 
ligament. The remaining case was in a 32-year-old 
female with ileal obstruction three years after myomec- 
tomy for a uterine fibroid. The denuded area of the 
ileum was covered with a graft from the mesentery, and 
that on the uterus was covered with a mesothelial graft 
from the right broad ligament. The patients are 
clinically well after four, three, and two years 
respectively. 

The surgical indications have been broadened to cases 
other than postoperative intestinal obstruction. Careful 
preparation of the recipient site is important and all 
fibrous scar must be excised. Many donor sites are 
available throughout the abdomen. 

The author emphasizes that the use of free omental 
and peritoneal grafts is not new. The present experi- 
ments do give a new understanding of the changes that 
take place at the grafted site after a period of time has 
elapsed. ALLAN D. PoLLocKk 


The Mechanism and Prevention of Ileostomy 
Dysfunction. 


Crite, G. Jr. AND TURNBULL, R. B. Jr.: ANN. 
Surc., 140: 459, 1954. 


Inflammatory changes and local peritonitis of the pro- 
truding bowel serosa result in ileus in the classical 
ileostomy. This causes diarrhoea and loss of fluid and 
electrolytes for a period, and leads to a certain morbidity 
and mortality. This dysfunction can be prevented by 
protecting the serosal surface with a sliding mucosal 
graft. The technique is described and the improvement 
in postoperative course demonstrated by a comparison 
of the daily need for intravenous fluids. 


BurRNs PLEWES 
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The Walking Venous Pressure Test and 
Its Use in Peripheral Vascular Disease. 


ScHNEEWIND, J. H.: ANN. Surc., 140: 137, 
1954. 


If a record of venous pressure in a leg is made before, 
during and after walking, a measure of the efficiency of 
blood flow to and from the extremity is obtained. A 
series of such tests was made on patients with various 
venous lesions, before and after stripping varicose veins, 
and before and after sympathectomy for obliterative 
arteriosclerotic disease, as well as in normal legs. The 
drop in pressure on walking was less than normal with 
simple varicose veins, but was greater when a tour- 
niquet was applied or after stripping. Most patients with 
postphlebitic sequel as well as varicose veins showed 
improved tests after stripping. In arteriosclerotic lesions 
the return to normal venous pressure after walking is 
slow, but is improved greatly by sympathectomy. 
Burns PLEWES 


Adrenalectomy for Breast Cancer. 
Cape, Sir STANFORD: Brit. M. J., 1: 1, 1955. 


Bilateral adrenalectomy is indicated when breast car- 
cinoma is disseminated and no longer amenable to 
treatment by surgical, radiological! or hormonal means. 
The present series is of 56 patients who underwent 
bilateral adrenalectomy for disseminated breast cancer, 
and have since been maintained on cortisone for periods 
up to 24 months. In one-third of the series, no benefit 
was obtained, but all the rest improved, and in 13 cases 
the results were remarkable, in the sense that bedridden 
patients with severe pain became ambulatory and free 
from pain. Pathological fractures healed, visible tumours 
ink and metastases disappeared. No other treatment 
has ever produced such good results. 


The Surgical Correction of Mitral Insuffieiency 
by the Use of Pericardial Grafts. 


Baitey, C. P. et al.: J. THoracic Surc., 28: 
551, 1954. 


Mitral regurgitation or insufficiency has long been 
recognized as a common accompaniment of mitral steno- 
sis. While the majority of leaks are apparently small and 
of negligible clinical significance, well-developed mitral 
regurgitation may be a much more serious lesion than 
mitral stenosis. The authors feel that, clinically, it is 
at least equal to marked aortic insufficiency in its effect 
upon the integrity of the circulatory system. 

e effects of a major mitral regurgitation upon the 
circulation can be most profound and serious. The pul- 
monary vascular bed becomes congested and_hyperten- 
sive, much as in severe mitral stenosis. Simultaneously, 
the left atrium becomes dilated, often to a greater degree 
than in mitral stenosis, and the right ventricle undergoes 
comparable dilatation and hypertrophy, and eventually 
fails. The usual phenomena associated with such right- 
sided heart failure are then observed. The severity of 
the’ clinical_course (and the severity of prognosis for 
duration of life) is directly proportional to the size of 
the leak. 

Until recently, major mitral insufficiency has been 
insusceptible of surgical correction, and its presence in 
association with mitral stenosis has constituted a contra- 
indication to surgical treatment of the latter. 

The authors describe their recently developed tech- 
niques for suturing of incompetent mitral valves by the 
trans-atrial approach, using péricardial grafts, and sup- 
porting and maintaining the circulation by the use of 
the Gemeinhardt pump. A factor which has made such 
repairs possible has been the development of a special 
instrument known as the “mitral stitcher.” The authors 
describe their actual surgical technique in abundant 
detail, and with copious illustrations. 
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To date they have operated upon 25 patients by this 
technique, with four deaths. In addition, they have used 
the technique described as “transvalvular posterior peri- 
cardial diaphragm” in seven cases with no deaths. 

It appears, therefore, that the problem of surgical 
correction of mitral insufficiency is well on its way to 
solution. S. J. SHANE 


OBSTETRICS AND GYNAXCOLOGY 


The Doubtful Syphilitic Blood Test in 
Pregnancy. 


JerrFeriss, F. J.: Brir. M. J., 2: 1200, 1954. 


The problem of the weakly positive blood test for- 


syphilis in pregnancy is discussed. It is suggested that, 
if the weakly positive blood tests cannot be shown to 
be non-treponemal in nature, “insurance” treatment 
should be given to the mother as early as possible in 
pregnancy. 

A case is described in which a woman with no history 
of syphilis, but whose blood tests were reported weakly 
positive, gave birth to a child with marked signs of 
syphilis and strongly positive blood tests. The father of 
the child was not infected. Ross MITCHELL 


Carcinoma of the Cervix in Nulliparous and 
Celibate Women. 


Towne, J. E.: Am. J. OBstT. AND GyYNEC., 
69: 606, 1955. 


Contrary to the results of Gagnon’s investigation, carcin- 
. oma of the cervix was found to occur in celibate women. 
In a comprehensive survey of approximately 13,000 
celibate women, six such cases were noted. 

Fundal cancer occurred more often than cervical 
cancer in the same series of celibate women. In one 
group of 3,000 the ratio of fundal cancer to cervical 
was 6.6:1. In another group of 10,000 the ratio was 11:1. 
These figures are at variance with those usually quoted 
and constitute an inversion of the accepted ratio of 
cervical to fundal malignancies. 

The operation of etiological factors other than the 
usual causes of chronic cervicitis in the production of 
cervical carcinoma is affirmed. The ‘physician is urged 
to suspect the presence of cervical carcinoma in nulli- 
parous and celibate women and to accord them thorough 
gynzcological examinations. Ross MITCHELL 


A New Therapy for Prevention of Postoperative 
Recurrences in Genital and Breast Cancer. 


Logser, A. A.: Brit. M. J., 2: 1380, 1954. 


The incidence of breast and genital cancer is far lower 
in women with allergic and hyperthyroid conditions 
(Group A) than in hypothyroid women, or women after 
a partial thyroidectomy because of goitre (Group B). 
Women in Group A have on an average a much higher 
histamine content in their cells than women in Group 
B, and the lipid content of the blood is much lower in 
Group A than in Group B. The more thyroid hormone 
circulating in the blood the higher the histamine con- 
tent in the cells; ‘and the lower the level of lipids the 
less tendency to cancer formation. 

Intracellular protein-bound histamine is regarded as 
a defence hormone against cancer formation under the 
control of the thyroid hormone. Thyroid hormone, given 
in massive dosage in cases of inoperable cancer of the 
breast and genitals, slowed down cancer growth. Thyroid 
hormone in daily dosage ranging between 1 and 5 
grains (65 and 320 mgm.) was given over six years as 
a prophylactic against cancer recurrence after radical 
operations because of breast or genital cancer apd after 
deep x-ray treatment. The good results which were ob- 
tained should encourage further trial of this method ‘on 
a large scale. Ross MircHELL 
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PAEDIATRICS 


Ten-Day Treatment of Pinworm Infection with 
Piperazine. 


Howie, V. M.: A. M. A. J. Dis. Cuicp., 89: 
202, 1955. 7 


Piperazine is known to be effective in pinworm infesta- 
tion. To determine whether a simpler method than the 
usual 3 courses of 7 days each would be equally effec- 
tive, the author treated 58 patients with a mean daily 
dose of 83 mgm. per kg. (extreme values, 56 mgm. and 
133 mgm. per kg.), in 2 or 3 equal doses, for 10 con- 
secutive days. The patients ranged in age from 1 to 
33 years. 

An 84% cure rate was observed. Two of the 9 failures 
were cured by 5 days’ additional treatment. Five patients 
had vertigo, or symptoms suggestive of vertigo: 3 of 
them were being given larger-than-average doses of 
piperazine, because of persistent pinworms. 


I. J. Patron 


The Human Source of Tuberculous Infection 
in Children. 


Briccs, B., ILLINGworTH, R. S. AND LORBER, 
J.: Lancet, 1: 263, 1955. 


Though tuberculosis in children is a preventable disease, 
45% of the children of England have been infected by 
their fourteenth year. The authors studied ,a series of 
564 cases of active tuberculosis in children in Sheffield, 
England, and were able to determine the source of in- 
fection in 867. Of a series of 401 more intensively 
studied, the source of infection was found in over 80%. 
The younger the child, the easier it was to trace the 
source. Most of the sources were within the child’s home; 
in 119 cases the father had tuberculosis, in 108 the 
mother, in 148 other relations. In the light of their analy- 
sis, the authors emphasize the following measures for 
cutting down the incidence of this preventable spread 
of disease: (1) Avoidance of delay in radiological 
examination of persons with symptoms suggestive of 
tuberculosis. (2) Determined efforts to persuade sus- 
ected contacts to have a radiological examination (one 
ather infected 14 children before he agreed to examina- 
tion). (3) Stricter notification. (4) Continued super- 
vision of adults with so-called inactive tuberculosis. (5) 
Treatment of sputum-negative adults as potential infec- 
tors of.children. (6) Determined efforts to prevent visits 
to tuberculous households by children, e.g. to watch 
television. (7) Greater care to segregate tuberculin- 
negative children attending hospitals. (8) More adequate 
health education of infected adults. (9) Avoidance of 
unnecessary contact of infected adults with children. 
(10) Protection of tuberculin-negative children with 
BCG if they are in danger of exposure to tuberculosis, 
and adequate segregation while they are receiving BCG. 


S.G. 


Therapy of the Nephrotic Syndrome. 


GREENMAN, L., WEIGAND, F. A. AND DAN- 
owskI, T. S.: A. M. A. J. Dis. Cumxp., 89: 169; 
1955. 


A study of 30 children with the nephrotic syndrome 
suggests that combined therapy with ACTH, intravenous 
colloid infusions (dextran or polyvinylpyrrolidone) and 
sodium restriction is effective. The dosage of ACTH 
was 25 mgm. every 6 hours for 28 days; that of. dextran 
(6, 12, or 20%) or PVP (3.5%), 500 ml. daily, to a 
total volume of 7,200 ml. All patients were kept in bed, 
and given an antibiotic prophylactically. 

Of the 28 children with generalized cedema, 16 were 
given colloid infusions before beginning corticotropin. 
Diuresis, often with disappearance of cedema, followed 
in 12 cases. 











Canad. M. A. J. 
June 1, 1955, vol. 72 


The first 25 children were given nitrogen mustard 
as well as ACTH, the last 5 ACTH only. Gidema was 
present in 14 when the hormone was started, but dis- 
appeared during treatment, or soon after. Paracentesis 
was required in 3 cases. Proteinuria and biochemical 
abnormalities usually disappeared. Nitrogen mustard 
seemed to have no value, and caused nausea and 
vomiting. 

The patients have since been seen at intervals in the 
outpatient department, during periods of 1 to 24 
months. Relapses have occurred, and are controllable 
by ACTH. At the time of writing, 73% were entirely 
normal; 13% greatly improved, probably normal; and 
138% abnormal. I, J. Parron 


THERAPEUTICS 
Use of Chlorpromazine in Chronic Alcoholics. 


Cummins, J. F. AND FRIEND, D. G.: Am. J. M. 
Sc., 227: 561, 1954. 


The authors present a method for treating chronic 
alcoholics which eliminates the need to wait for “drying 
out” before the administration of disulfiram. 


Disulfiram and chlorpromazine, when administered 
together in adequate dosage to the inebriated alcoholic, 
produce a tranquillized state more effectively than any 
current method of sedation. No untoward side-effects 
(such as nausea, vomiting or hypotension) have been 
noted in the treatment of 60 alcoholic patients, who 
also do not suffer from the usual postalcoholic psycho- 
motor agitation. S. J. SHANE 


Chlorpromazine and Narcotics in the Manage- 
ment of Pain of Malignant Lesions. 


SapoveE, M. S. et al.: J. A. M. A., 155: 626, 
1954. 


Chlorpromazine has proved useful for relieving pain in 
patients who can no longer be made comfortable with 
large dosages of narcotics and sedatives alone. When 
given chlorpromazine with narcotics or sedatives that 
previously proved ineffective for relieving pain, 22 of 28 
patients obtained satisfactory relief from severe ab- 
dominal, bone, and neuritic pain associated with malig- 
nant lesions. It seems that enhanced analgesia with 
chlorpromazine is, in part, due to its ability to alter the 
patient’s reaction to pain. 

Chlorpromazine, since it has antiemetic properties, 
served a dual purpose when nausea and vomitin 
accompanied conditions of pain. Of six patients wi 
symptoms of nausea and vomiting, five reported com- 
plete relief; one, though relieved of nausea, obtained 
only moderate relief from vomiting. Two patients 
stopped taking chlorpromazine because of pyrosis and 
one because of tachycardia and ataxia. Drowsiness was 
observed to be the most prominent side-effect of chlor- 
promazine. To a lesser extent, dryness of the mouth, 
pyrosis, and mild hypotension also were noted. 


S. J. SHANE 


Norepinephrine in Shock Following Myocardial 
Infarction. 


SAMPSON, J. J. AND ZipseR, A.: CIRCULATION, 
9: 38, 1954. : : 


Thirty patients in shock accompanying myocardial in- 
farction were treated by norepinephrine (noradrenaline) 
by continuous intravenous drip in various doses. Twenty 
of these patients (67%) recovered from the episodes 
of shock, and 16 (53%) recovered completely and were 
later discharged. Four died of other causes subsequent 
to this treatment. This apparently constitutes a significant 
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reduction in the fatality rate of comparable cases in 
which various other forms of treatment had been used. 


The average dose of norepinephrine was 7.5 micro- 


grams per minute, although doses varying from 1.5 to 
150 micrograms per minute were found necessary. The 
only serious complication was the development of ven- 
tricular tachycardia in one patient who had complete 
heart block, when doses of 150 micrograms per minute 
were being given. Renal plasma flow diminished during 
the norepinephrine infusions. 

These results suggest a modification of the previous 
concepts of “irreversible” shock. The artificial mainten- 
ance of blood pressure by this means apparently permits 
the organism to survive a critical period until natural 
mechanisms for maintaining the blood pressure are re- 
sumed, 

It is suggested that the early use of intravenous 
norepinephrine drip therapy in shock accompanying 
myocardial infarction may be lifesaving. 5S. J. SHANE 


The Use of Nitrogen Mustard in Advanced 
Bronchogenic Carcinoma. 


RAPHAEL, M. AND RerLty, C. N.: Dis. CuHeEsrt, 
25: 215, 1954. 


The agents most effective today in the chemotherapy of 
cancer are the nitrogen mustards. Fifty-six patients with 
advanced, inoperable bronchogenic carcinoma were 
given nitrogen mustard intravenously in doses of 0.1 
mgm. per kg. of body weight, once daily for four con- 
secutive days. Definite benefit of such degree as to 
materially alleviate symptoms and apparently to prolong 
life was obtained in 15 cases (27% ). Subjective evidence 
of improvement, consisting of decrease in chest pain, 
dyspnoea, anorexiay weakness, cough and fever, was 
frequently observed. 

It is believed that these observations show nitrogen 
mustard to be a palliative agent of definite value, in 
inoperable carcinoma of the lungs and bronchi. Since 
the results are probably inferior to those obtained by 
radiation therapy, nitrogen mustard will probably find 
its greatest usefulness in the following situations: (1) 
Superior vena cava obstruction where immediate relief 
of distressing symptoms must be obtained rapidly. (2) 
Further palliation where maximum benefit has been 
obtained by previous radiotherapy or palliative resection. 
(3) Relief oF pain from widespread metastases. Nitrogen 
mustard therapy may also occasionally make possible 
the use of radiotherapy in situations where it would not 
otherwise be feasible. S. J. SHANE 


Gamma Globulin in Epidemic Hepatitis. 


Drake, M. E. anv Mine, C.: J. A. M. A., 
155: 1302, 1954. 


In a study of an epidemic of hepatitis in a closed institu- 
tion, the observation that 0.01 ml. of gamma globulin 
per pound (0.5 kg.) of body weight protects against 
epidemic hepatitis with icterus was confirmed, and a 
dose of 0.005 ml. of gamma globulin per pound of body 
weight was found effective in preventing epidemic hepa- 
titis with icterus. The 0.005 ml. dose was less effective 
in the first eight weeks, but apparently during this period 
it had permitted enough anicteric and inapparent infec- 
tions to develop so that very few anicteric infections oc- 
curred after the eighth week, while many such infections 
continued to appear in those receiving the 0.01 ml. dose. 
The results of the study indicated that passive immunity 
afforded by gamma globulin lasts about two months or 
less, unless the treated person is continually exposed to 
infection during this period, and that passive-active 
immunization in epidemic hepatitis may occur on ad- 
ministration of gamma globulin. S. J. SHANE 
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OBITUARIES 


DR. ALFRED ADAM, a general practitioner of Mont- 
real, died in that city on April 2 at the age of 65. Dr. 
Adam was a graduate of Laval University, Montreal, and 
had practised at Nominisque, Ripon, Ste. Scholastique 
and Montreal. He is survived by his widow, four sons, 
and five daughters. 


DR. FREDERICK JAMES BULLER, Vancouver phy- 
sician since 1908, died suddenly on April 23 at the age 
of 79. Dr. Buller was born of Canadian parents in Ossian, 
Iowa, and was educated in Ontario, graduating from the 
University of Toronto in 1905. Three years later he 


started a practice in the Central Park area of Vancouver, ° 


extending to scattered farms and forest homes as far 
east as New Westminster which could be reached only 
on horseback. Dr. Buller was a member of the Vancouver 
General Hospital’s honorary visiting staff until his death. 
He retired from active practice in 1951. In 1932 he was 
president of the Vancouver Medical Association, and in 
1953 he was named Prince of Good Fellows by this 
organization. He had been looking forward to celebrating 
his fiftieth year in practice by a reunion with the mem- 
bers of his graduating class in Toronto in June. Dr. 
Buller is survived by his widow, two sons, and a 
daughter. 


DR. ERVIN A. CENTER of Steep Falls, Maine, U.S.A., 
died suddenly at his home on April 23 in his 57th year. 
He was born in Lachute, Que., and graduated from 
McGill University in 1923. An active man of several 
interests, Dr. Center was Past Governor of the New 
England District of Kiwanis International and Senator 
for Maine. He was interested in farming and registered 
Ayrshire cattle. He is survived by his widow and one son. 


DR. PHILIP COLQUHOUN, who practised at Water- 
ville, in the Eastern Townships of Quebec, for 59 years, 
died on April 15 at the age of 89. A native of Col- 
quhoun, Ont., he graduated from McGill University in 
1896. He is survived by his widow, a son, and three 
daughters. 


DR. WILLIAM J. EGAN, a pioneer physician and 
surgeon of the Sydney district of Nova Scotia, died on 
March 27 in St. Rita’s Hospital, Sydney, where he had 
formerly practised. He is survived by two daughters, 
two brothers, and three sisters. 


DR. J. R. H. GRAHAM, 55, a general practitioner at 
Creemore, Ont., for the past 29 years, died on March 
22 from a coronary thrombosis while attending a meet- 
ing of the Collingwood District Collegiate Institute. Dr. 
Graham had been more or less inactive during the past 
two years, but was anticipating an early return to profes- 
sional life. He was born in Kingston, Ont., in 1900 and 
settled at Creemore in 1926, after his graduation in medi- 
cine from Queen’s University. He started his medical 
career as assistant to the late Dr. W. D. Smith. A partner- 
ship, formed later, was continued until 1939, when Dr. 
Smith retired. Dr. Graham then took over, and had a very 
large practice at Creemore and in the surrounding area. 
He was particularly interested in educational affairs and 
served as chairman of the Creemore school board for 
nearly 20 years. He is survived by his widow, and one 
son who is studying medicine at Queen’s University. 


DR. WILLIAM GORDON HAMILTON, 67, of West- 
port, Ont., died suddenly at Hétel-Dieu Hospital, King- 
ston, on April 16. He was active in general practice 
until the day of his death. Dr. Hamilton, who Was born 
at Elgin, Ont., graduated from Queen’s University in 
1912 and shortly thereafter established a general prac- 
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tice at Westport. He is survived by his widow, five 
daughters, four of whom are nurses, and five sons; one 
son is Dr. Harold Hamilton of Cleveland, Ohio, and two 
younger sons are medical students at Queen’s University. 


DR. MERVYN SAUNDERS HAWKE, eye, ear, nose 
and throat specialist of North Bay, Ont., died suddenly 
on April 12 in his 70th year. Dr. Hawke was born at 
Melbank, Ont. He graduated from the University of 
Toronto in 1908 a interned in Winnipeg and New 
York before entering general practice in Winnipeg. Later 
Dr. Hawke decided to specialize, and in 1921 and 1922 
took postgraduate studies to this end. He was in prac- 
tice in his specialty in Sudbury, Ont., from 1932 until 
two years ago, when he moved to North Bay. He is 
survived by his widow, two sons, and a daughter. 


DR. ARTHUR PITTMAN HAYWARD, a Montreal sur- 
geon for the past five years, died on May 2 at the age 
of 35. Born in Toronto, he was a graduate of the Uni- 
versity of Toronto and held the F.R.C.S. degree from 
Edinburgh University. He is survived by his widow, 
three sons and a daughter, and two brothers, one of 
whom is Dr. Ralph Hayward of Sarnia, Ont. 


DR. RICHARD A. KERRY, one of the founders of the 
Children’s Memorial Hospital, now the Montreal Chil- 
dren’s Hospital, died in the Montreal General Hospital 
on April 20, after a short illness. He was 91. Dr. Kerry 
was born’ in Montreal. He graduated in medicine from 
McGill University and had an extensive practice in 
Montreal until his retirement in 1940. He was associated 
with the late Dr. Mackenzie Forbes in the founding of 
the Children’s Memorial Hospital, of which he was a 
staff member. He was also an honorary consultant and 
life governor of the Montreal General Hospital and a 
staff member of the Montreal Dispensary. Dr. Kerry’s 
wife died in 1939, and he is survived by a brother. 


DR. WILLIAM JAMES ARNOLD KEYES, retired 
Saskatchewan physician, died in Vancouver on April 9 
at the age of 72. Dr. Keyes, who was born in Winnipeg, 
had practised medicine in Saskatchewan for a number of 
years, most recently at Wapella. He is survived by his 
widow, a son, and a daughter. 


DR. JAMES ALEXANDER KINNEAR, 73, died on 
April 14 at his home in Timmins, Ont., on the eve of his 
50th anniversary as a medical practitioner. A native of 
Kinnear’s Mills, Que., Dr. Kinnear graduated from the 
University of Toronto and took postgraduate study in 
Edinburgh, London, and Dublin. For many years he was 
on the staff of the Department of Obstetrics and Gyne- 
cology, Toronto General Hospital, and also the Faculty 
of Medicine, University of Toronto. He maintained a 
private practice in Toronto until 1937, when he moved 
to Timmins. There he was active in the practice of 
obstetrics and a member of the staff of St. Mary’s 
Hospital. To commemorate Dr. Kinnear’s 50th anni- 
versary in medical practice on April 17, the Porcupine. 
District Medical Society had arranged a function at 
which he was to have been presented with an oil portrait 
of himself. He is survived by his widow and a son. 


DR. LEMUEL LESTER KIRKPATRICK, 59, of Stanley, 
N.B., died on April 1 in an ambulance en route to 
Fredericton. Dr. Kirkpatrick was born at Wirral, Queens 
County. After graduating in medicine and surgery from 
Dalhousie University in 1925, he practised in Canterbury, 
Sussex and St. Martins before settling in Stanley. Dr. 
Kirkpatrick is survived by his widow, three brothers, and 
four sisters. 


DR. J. ALFRED LANGLOIS, medical officer for the 
Témiscamingue County Health Unit, Que., died at his 
home in Nétre Dame du Nord on March 11 at the age 
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of 48. Dr, Langlois was born at Ste. Claire, in Dorchester 
County. After graduating from Laval University, Quebec, 
he settled in Témiscamingue County in 1936, spending 
the first three years at St. Bruno de Guigues, and moving 
later to Nétre Dame du Nord. He held a Diploma in 
Public Health and was a certified specialist of the Prov- 
ince of Quebec. Dr. Langlois was mayor of Nétre Dame 
du Nord and served also as a member of the school board. 
He is survived by his widow, a son, and a daughter. 


DR. HENRI LESPERANCE of Montreal died in that 
city on March 22 at the age of 61. He was medical 
examiner for the Sun Life, Prudential, and Continental 
insurance companies. He ee in medicine from 
the University of Montreal and studied a further two 
years at Sorbonne University, Paris. Surviving are his 
widow, three sons and three daughters. 


DR. THOMAS FRANCIS McCAFFERY, who had been 
in practice in Montreal for almost 40 years, died in that 
city on April 27. Born in Montreal, Dr. McCaffery at- 
tended Mount St. Louis College and in 1917 graduated 
in medicine from McGill University, later opening a 
general practice in Montreal. He was keenly interested 
in the welfare of the poor, and devoted much of his 
time to their medical care. He is survived by his widow. 


DR. ALEXANDER GILBERT McMILLAN, a well- 
known Southern Alberta physician, died in the Toronto 
General Hospital on April 14 after a short illness, Dr. 
McMillan was born in Dutton, Ont., and graduated in 
medicine from the University of Western Ontario in 
1907. He practised at Dutton for two years before 
moving to Granum, Alberta. In 1915 he opened a prac- 
tice at Claresholm, where he remained until his retire- 
ment in 1929 and subsequent move to Calgary. He then 
engaged in ranching and horse breeding until 1951. Dr. 
McMillan’s. wife died in that year. He is survived by 
one son and two daughters. 


DR. HAROLD U. MAIR of Grosse Point, Michigan, 
died at the Harper Hospital, Detroit, Michigan, on 
December 21, 1954, in his 53rd year. He was born in 
Cobden, Ont., and graduated from McGill University in 
1923. He was chief ophthalmologist at Michigan Mutual 
Hospital, and associate surgeon at Harper Hospital, 
Detroit. During World War II he served for three years 
with the United States Armed Forces in Italy and Africa. 
He is survived by his widow and two daughters. 


DR. WILLARD PALMER, a former ear, eye, nosé and 
throat specialist, died in Regina on March 27 after a 
long illness. Dr. Palmer, who was bor in Renfrew, 
Ont., was a graduate of Queen’s University, and set up 
practice at Craik, Sask., in 1911. After the First World 
War he took postgraduate studies in his specialty in 
London, England, and returned to Saskatchewan in 
1926, setting up practice in Regina. During World War 
II he served with the R.C.A.M.C. Dr. Palmer is survived 
by a daughter and three brothers. 


DR. MARGARET PARKS, one of the first women in 
Canada to graduate in medicine, died at the family 
homestead in Saint John, N.B., on April 1, after a long 
illness. She was the last survivor of a family of United 
Empire Loyalists long prominent in the city. Dr. Parks 
graduated from McGill University in 1901 and 
practised for a time in Saint John. She enlisted in the 
R.A.M.C. as a Nursing Sister in World War I and served 
at the base in France and in No. 1 C.C.C.S. as an anes- 
thetist. After the war she held appointments in the 
immigration service of the Canadian Government at 
Saint John and Quebec and in England and on the 
continent. Later she was employed in public health 
work in Manitoba. For some years she had lived in 


retirement. ™ 
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DR. HARRY AUSTIN PELTON, who practised in 
Toronto for 25 years, died at St. Michael’s Hospital on 
April 14, after a brief illness. He was born at Burritt’s 
Rapids, Ont., in 1889. While a student in medicine at 
Queen’s University, Dr. Pelton went overseas with the 
Medical Corps of the University, and served from 1914 
to 1917 in Egypt and France. He then resumed his 
studies, and after graduating opened practice at Depot 
Harbour, Thamesville. Thirty years ago he went to 
Toronto, where he practised until the time of his death. 
Dr. Pelton is survived by his widow, a daughter, and one 
son, Dr. David Austin Pelton of Toronto. 


DR. NATHAN SCHACHER, obstetrician and general 
practitioner in Montreal for 50 years, died on 
March 26. During his long years of practice he was 
friend and physician to generations of patients. 
For many years he was a member of the staff of the 
Hebrew Maternity Hospital. Born in Radowitz, Austria, 
he came to this country at an early age. He attended 
Cornell University but completed his medical studies at 
Bishop’s University, where he obtained his degree of 
Doctor of Medicine in 1905. He is survived by his 
widow, Dr. Sophie Schacher, also a physician, and two 
daughters, one of whom, Dr. Josephine Mallek, is now 
practising medicine in Vancouver. 


DR. JOHN W. SHAW, until his retirement last fall one 
of Canada’s oldest practising physicians, died on May 1 
at his home in Clinton, Ont., at the age of 93. Dr. Shaw 
was born in Hullett Township and settled in Clinton 
after graduating from medical school. In his 64 years 
as a general practitioner Dr. Shaw had delivered more 
than 1,800 babies. He had served as county coroner and 
medical health officer for half a century, and at one 
time was mayor of €linton. He is survived by his widow, 
a son, and a daughter. 


DR. WRAY L. SPRATT, a native of Ottawa, died sud- 
denly on April 3 at his home in Rochester, N.Y., at the 
age of 59. A graduate of the University of Toronto in 
1920, Dr. Spratt had practised in Rochester for the past 
25 years. At the time of his death he was attending 
physician in anzsthesiology at the Rochester General 
Hospital, He is survived te his widow and two sons, 
Dr. Donald W. Spratt and Mr. Barton W. Spratt, both 
of Rochester. 


DR. HARRY i STEIN, Montreal pathologist and 
philanthropist, died at his home on April 8 at the age 
of 76. Born in Germany, he graduated from Heidelberg 
University in 1940. He entered the United States in 1907, 
and moved to Montreal in 1932. Dr. Stein led a very 
active public life and, among other appointments, was 
a governor of the Jewish General Hospital, the Hospital 
of Hope, and the Montreal Children’s Hospital. He is 
survived by his widow and two daughters. 


DR. CHARLES R. TOTTON, medical practitioner in 
Saskatchewan since 1926, died in Regina on April 19. 
Dr. Totton was born at Wellman’s Corners, Hastings 
County, Ont. After graduating from the University of 
Toronto in arts and medicine he practised at Windsor. 
During World War I he served with the Imperial Army. 
On his return to Canada in 1918 he settled in Verwood, 
Sask., where he operated a private hospital. In 1928 he 
moved to Assiniboia and opened a private hospital there. 
Nine years ago Dr. Totton joined the staff of the 
Provincial Department of Public Health, Regina, serving 
as administrator of the Northern Health District and as 
supervisor of hospitals. Surviving are his widow and 
three daughters. 
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DR. CHARLES VEZINA, 67, former dean of the 
Faculty of Medicine, -Laval University, died in Quebec 
on April 18 after a long illness. After graduating from 
Laval University in 1913, Dr. Vézina had further train- 
ing in Paris. He was chief surgeon at the Hoétel-Dieu 
Hospital, Quebec, from 1932 until last January, and 
dean of the Faculty of Medicine at Laval University from 
1940 until 1954. At the Hotel-Dieu Hospital he founded 
a neurological and orthopzedic clinic, and at Laval Uni- 
versity he established departments of research and ex- 
perimental medicine. Dr. Vézina earned many honours; 
he was a Commander of the British Empire, Knight of 
the Legion of Honour, Commander of the Order of St. 
Gregory the Great, and officer of the Order of St. Jean 
de Dieu. In September 1952, on the occasion of the 
university’s centenary, he received an honorary doctorate 
from Laval University. Honorary degrees were alsu con- 
ferred upon him by the Universities of Paris and of 
Ottawa. He had been president of I’Association des 
Médecins de Langue Francais du Canada, and of the 
Royal College of Physicians and Surgeons of Canada. 
He was a Member of the Academy of Surgeons of Paris 
and a Fellow of the American College of Surgeons. Dr. 
Vézina is survived by his widow, a brother and three 
sisters. 


Dr. JoHN Dickson CouRTENAY, 
An APPRECIATION 


DR. JOHN DICKSON COURTENAY, who died on 
March 20, 1955, in Ottawa, was born in April 1864 at 
Dickson’s Hill, Ont., where he received his boyhood 
education. He entered medicine at the University of 
Toronto, where he completed his course at the age of 
twenty. In the interval ae becoming eligible for his 
M.D. degree he was employed as an assistant to the 
Chief Medical Officer (Dr. Thomas Smellie) of the Lake 
Superior Division of the C.P.R., then under construction. 
On one occasion it was his task to walk several miles 
on a dreary winter night to bring relief to sufferers in an 
isolated cabin. During this excursion the young doctor 
lost his way, tumbled over a precipice and fractured a 
hip. Not daunted, he crawled to the summit of the cliff 
and, in spite of agonizing pain, trudged to his destina- 
tion. After some years of general practice he took up 
the specialty of eye diseases and opened an office in 
Ottawa in 1895. Almost at once he was appointed to 
the staff of St. Luke’s Hospital, where he organized and 
controlled a most efficient department. Throughout his 
career the versatility of his tastes and gifts commanded 
the respect of all who enjoyed contact with him. He 
was always recognized as rb outstanding for his 
personality, knowledge, and skill. These never failed to 
exemplify his desire to serve to the utmost of his ability 
his patients, his profession, his city and his country. 
Following the inception of the Canadian Club of Ottawa 
he was elected its second president. He was one of the 
founders of the Canadian Medical Protective Associa- 
tion. Also, he was one of the key men who expedited 
the building and equipping of the Ottawa Civic Hos- 
pital, thirty years ago, and was the first president of 
its Medical Board. On the outbreak of the First World 
War, Dr. Courtenay was chosen by the Canadian 
Government to serve the Crown as chief consultant in his 
specialty. 

It is only appropriate to add that Dr. Courtenay 
poe great store on the benefits which can be con- 
erred by well-occupied leisure. He was an omnivorous 
reader, a true disciple of Izaak Walton, a keen golfer, 
and, as a militiaman, a crack rifle shot (at one time it 
was necessary for him to forego the opportunity of join- 
ing the Canadian Bisley Team). As dean of the Ottawa 
profession for a long time he was looked upon by his 
colleagues and by a vast number of his fellow citizens 
as a shrewd administrator, a wise counsellor, and a 
stalwart friend. Particularly among the weak and lowly 
he was regarded as a refuge of strength ir time of 
trouble. He is survived by two sons and a sister. 

_ CAMPBELL LAIDLAW 
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FORTHCOMING MEETINGS 


CANADA 


British COMMONWEALTH MEDICAL CONFERENCE OF THE 
British MepicaL Association, Toronto, Ontario. (Dr. 
A. D. Kelly, Canadian Medical Association, 244 St. 
George Street, Toronto 5.) June 14-16, 1955. 


CANADIAN Society OF MiIcrRoBIOLOGISTs—5th Annual 
Meeting, Winnipeg, Man. (University of Manitoba, 
Winnipeg, Man.) June 15-17, 1955. 


CoMBINED MEETING OF THE CANADIAN PDIATRIC 
Society, SocrETE CANADIENNE DE PEDIATRIE, BRITISH 
PpDIATRIC ASSOCIATION, AMERICAN PEDIATRIC SOCIETY 
AND THE SOCIETY FOR Pa:DIATRIC RESEARCH, Quebec 
City, Quebec. (Dr. J. C. Rathbun, Secretary-Treasurer, 
526 Waterloo Street, London, Ont.) June 15-18, 1955. 


British MEDICAL ASSOCIATION, CANADIAN MEDICAL 
ASSOCIATION, ONTARIO MEDICAL ASSOCIATION, Conjoint 
Meeting, Toronto, Ont. (Dr. A. D. Kelly, General Secre- 
tary, Canadian Medical Association, 244 St. George 
Street, Toronto 5, Ont.) June 17-24, 1955. (Scientific 
Sessions June 20-24.) 


CANADIAN UROLOGICAL AsSsOcIATION, Annual Meeting, 
King Edward Hotel, Toronto. (Dr. David Swartz, Secre- 
tary, Canadian Urological Association, 322 Medical Arts 
Bldg., Winnipeg.) June 20-22, 1955. 


CANADIAN ACADEMY OF ALLERGY, Annual Meeting, Royal 
York Hotel, Toronto, Ont. (Dr. P. A. Ryan, Acting 
Secretary, 229 St. Clair Avenue West, Toronto 7, Ont.) 
June 21, 1955. 


CANADIAN SOCIETY OF PLAsTIc SURGEONS, Annual Meet- 
ing, Caledon Club, Caledon, Ont. (Dr. J. A. Drummond, 
Secretary, 1414 Drummond Street, Montreal 25, Que.) 
June 24-25, 1955. 


CANADIAN PuBLic HEALTH ASSOCIATION AND ALBERTA 
Pusiic HEALTH ASSOCIATION, Conjoint Meeting, Edmon- 
ton, Alta. (Dr. William Mosley, Honorary Secretary, 150 
College Street, Toronto 5, Ont.) September 6-8, 1955. 


UNITED STATES 


AMERICAN ELECTROENCEPHALOGRAPHIC SOcIETy, 9th 


. Annual Meeting, Palmer House, Chicago, Illinois. (Dr. 


W. T. Liberson, Secretary, Veterans’ Administration Hos- 
pital, Northampton, Mass.) June 10-12, 1955. 


AMERICAN NEUROLOGICAL ASSOCIATION, Palmer House, 
Chicago. (Dr. H. Houston Merritt, Secretary, 710 West 
168th St., New York 32.) June 13-15, 1955. 


AMERICAN ORTHOPEDIC AssOcIATION, Greenbriar Hotel, 
White Sulphur Springs, W. Va. (Dr. George O. Eaton, 
a 4 East Madison St., Baltimore 2.) June 19-22, 


SocrETy FOR PEDIATRIC REsEARCH, Chateau Frontenac, 
Quebec. (Dr. Sydney S. Gellis, Secretary, 330 Brookline 
Ave., Boston 15, Mass.) June 15-18, 1955. 


ANNUAL ASSEMBLY IN OTOLARYNGOLOGY, University of 
Illinois College of Medicine, 1853 West Polk Street, 
Chicago 12, Illinois. (Dr. F. L. Lederer, Professor and 
or of the Department.) September 19-October 1, 


ANNUAL MEETING OF THE AMERICAN ACADEMY FOR 
CEREBRAL Patsy, Memphis, Tennessee. (Dr. R. A. 
Knight, Secretary-Treasurer, 869 Madison Avenue, 
Memphis 3, Tenn.) October 10-12, 1955. 


AMERICAN Heart AssOcIATION, Annual Meeting and 
Twenty-Eighth Annual Scientific Session, Jung Hotel, 
New Orleans, Louisiana. (The Medical Director, 
American Heart Association, 44 East 23rd Street, New 
York 10, N.Y.) October 22-26, 1955. 
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AMERICAN Pusiic HEALTH ASSOCIATION, _INC., 83rd 
Annual Meeting and Meetings of Related Organiza- 
tions, Kansas City, Missouri. (The American Public 
Health Association, Inc., 1790 B:oadway, New York 19, 
N.Y.) November 14-18, 1955. ; 


OTHER COUNTRIES 


EuROPEAN CONGRESS ON RHEUMATISM, Scheveningen, 
The Hague, Netherlands. (Dr. H. van Swaay, Secretary, 
Pieter Bothstraat 12, The Hague, Netherlands.) June 
13-17, 1955. - 


FirrH CoNGRESS OF THE INTERNATIONAL ASSOCIATION 
FOR THE STUDY OF THE BrONcHI, Stockholm, Sweden. 
(Dr. J. M. Lemoine, 187 boulevard Saint-Germain, 
Paris 7e.) June 18-19, 1955. 


FourtH COMMONWEALTH HEALTH AND TUBERCULOSIS 
ConFzRENCE, Royal Festival Hall, London, England. 
(Secretary-General, National Association for the Pieven- 
tion of Tuberculosis, Tavistock House North, Tavistock 
Square, London, W.C.1, England.) June 21-25, 1955. 


Journz&es MeEpDICALES DE FRANCE ET DE LUNION 
Francais, Strasbourg, France. (Dr. L. Michelet, 12 rue 
Pierre-Geofroix, Colombes (Seine).) June 1955. 


2e RéeuNION SYNDICALE INTERNATIONALE DES GyYNE- 
COLOGUES ET OssTeETRICIENS, [Hotel des Syndicats 
Médicaux, Paris, France. (Dr. Jacques Courtois, 1, rue 
Racine, Saint Germain-en-Laye, Seine-et-Oise. ) June 27- 
28, 1955. 


SECOND CONGRESS OF THE INTERNATIONAL DIABETES 
FEDERATION, Cambridge, England. (Organizing Secre- 
tary, Mr. J. G. L. Jackson, Congress Office, 152 Harley 
Street, London, W.1., England.) July 4-8, 1955. 


ConcREss OF INTERNATIONAL ASSOCIATION OF APPLIED 
Psycuotocy, London, England. (Dr. C. B. Frisby, 
President, National Institute of Industrial Psychology, 14 
Welbeck Street, London, England.) July 18-23, 1955. 


SIXTEENTH CONGRESS OF THE INTERNATIONAL SOCIETY 
or SurcErRy, Copenhagen, Denmark. (Dr. Hasner, 7 
Blegdamsvej, Copenhagen.) July 24-31, 1955. 


SixtH INTERNATIONAL ANATOMICAL CONGRESS, Paris 
France. (Prof. Gaston Cordier, Secretary-General, 45 
rue des Saints-Péres, Paris 6e, France.) July 25-30, 1955. 


FouRTEENTH BRITISH CONGRESS OF OBSTETRICS AND 
Gynzco.Locy, Oxford, England. (The Secretary, 14th 
British Congress of Obst. and Gyn., Maternity Dept., 
Radcliffe Infirmary, Oxford.) July 27-30, 1955. 


Turrp INTERNATIONAL CONGRESS OF BIOCHEMISTRY, 
Brussels, Belgium. (Prof. C. Liébecq, Secretary-General, 
17 Place Delcour, Liége, Belgium.) August 1-6, 1955. 


INTERNATIONAL CONGRESS OF PLASTIC SURGERY, Stock- 
holm and Uppsala, Sweden. (Dr. Tord Skoog, General 
Secretary, Uppsala University, Sweden.) Stockholm, 
August 1-4, and Uppsala, August 5, 1955. 


AUSTRALASIAN MepicaL Concress (B.M.A.)—9th Ses- 
sion, Sydney, Australia. (Dr. J. G. Hunter, B.M.A. 
House, Macquarie Street, Sydney.) August 19-27, 1955. 


SECOND INTERNATIONAL CONGRESS OF ANGIOLOGY AND 
HistopatTHo.ocy. Fribourg, Switzerland. (Dr. Gerson, 
4 rue Pasquier, Paris 8e.) September 2, 1955. 


Concrés DE LA LiruHtAsE UrtiNarRreE, Evian (Hte-Savoie), 
France, (Séc. Prof. Agr. Cl. Laroche, 16, rue Christophe- 
Colomb, Paris 8e, France.) September 2-4, 1955. 


Wor.tp ConcrEss OF ANAESTHESIOLOGISTS, Scheveningen, 
Netherlands. (W. A. Fentener van Vlissingen, Noord- 


Houdringelaan, 24, Bilthoven.) September 5-10, 1955. - 


Turrp INTERNATIONAL CONGRESS OF VITAMIN “E”, 
Milan, Italy. (Secretary of the Congress, Prof. Emilio 
Raverdino, Milano, via Pietro Verri 4, Italy.) Early 
September 1955. : 
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NEWS ITEMS 


BRITISH COLUMBIA 


The 1954 report of the Provincial Department of Health 
and Welfare indicates steady improvement in the health 
of the province. On a long-scale view, this is especially 
true of tuberculosis, the death rate trom which in 1954 
was 9.3 per 100,000 as compared to 57.4 in 1946. The 
stillbirth rate was 11 in 1,000 births, the lowest on 
record, Diphtheria, once a scourge, appeared only seven 
times in 1954, and there were 11 cases of typhoid fever. 


Dr. George F. Strong, of Vancouver, President of the 
Canadian Medical Association, received another signal 
honour at the annual meeting of the Amexican College 
of Physicians, held in Philadelphia in April. He was 
elected President of the College. This will especially 
please our President, as he was born an American 
citizen, and received his education in the United States. 
He is now Canadian, and no country ever had a more 
whole-hearted and loyal citizen, but this recognition 
must be very gratifying to him. 

Dr. H. A. DesBrisay of Vancouver was also honoured 
= being made a governor of the American College of 
Physicians, 


_At the recent graduation ceremonies of St. Paul’s Hos- 
pital School of Nursing, 113 graduates received diplomas. 
St. Paul’s has moved steadily forward since its inception 
fifty or more years ago, and is now one of the finest 
hospitals in Western Canada. 

The Vancouver General Hospital School of Nursing 
will hold its graduation ceremonies on May 10. 


s 


eee Alexandra Solarium, on Vancouver Island, is 
to build a new hospital for chronically crippled chil- 
dren, at Gordon Head in Saanich. A campaign is ‘now 
on to raise the $930,000 which this will cost. This 
solarium has for aes years done a wonderful job in 
caring for crippled children, regardless of the length 
of stay necessary, and its quarters are now far too small 
for the work to be carried on properly. 


The recent death of Dr. Frederick J. Buller, of Van- 
couver, removes one of the older type of general prac- 
titioner. Had he lived another month or two, he would 
have completed fifty years in practice. The very large 
attendance at his funeral, overflowing the church, 
betokened the vast number of friends he left. Fred 
Buller graduated from the a of Toronto in 1905. 
An uncle of his, Dr. Frederick Buller of Montreal, was 
a very famous ophthalmologist in that city for many 
years, and left his imprint on the minds of many stu- 
dents at McGill. 


The question of fluoridation of the water supply of 
Vancouver has not yet been finally settled. The city 
council, “letting I dare not wait upon I would,” is still 
seeking more light on the subject. A small, but very 
vocal, element of the community opposes fluoridation, 
their reasons being not very clear, since they do not seem 
to be based on any fact, scientific or otherwise. But they 
keep our worthy aldermen worried. 


The inoculation of school children with the Salk polio- 
myelitis vaccine is well under way. The move is 
welcomed all over British Columbia by the vast majority 
of parents; in fact, one scarcely ever hears a word of 
protest from any quarter. It is hoped that vaccine will 
soon be available for all who desire it; judging from the 
constant stream of inquiries received by doctors, this 
will mean practically everybody. 
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The hearings of the Senate Committee on Narcotics, 
held in Vancouver last month, were of extreme interest, 
and brought out a tremendous amount of discussion and 
a great many varied opinions as to the remedies to be 
adopted. We understand that Senator Reid, the chairman 
of the Committee, was greatly impressed by the great 
size and scope of the problem, and showed the greatest 
keenness and sympathy in bringing out facts and 
opinions. 


The Annual Report of the B.C. Hospital Insurance 
Service revealed some interesting facts and figures. In 
1954, 189,735 patients’ hospital bills were paid for, plus 
hospitalization tor 29,440 newborn. The average patient- 
day payment for the province is around $13. This, 


of course, includes laboratory, x-ray, operating-room | 


and other services. 


Tenders will soon be called for the expansion of the 
Vancouver General Hospital by the addition of a nine- 
floor, 504-bed building for acutely ill patients, and 
certain other buildings—a new x-ray building, and a 
building for the use of the University ot British 
Columbia medical school. 

The total cost will average $14,000 per bed, which 
compares very favourably with other hospital projects 
of equal size. 

The Vancouver General Hospital had a surplus of 
$279,000 over expenses in 1954. Total operating costs 
were $15,341,632. 


The Columbia Coast Mission, which has operated 
hospitals and hospital ships along the inland waters of 
the B.C. Coast, is celebrating its 50th anniversary. It 
was started in 1905 by the Rev. John Antle of Van- 
couver and has operated four hospitals at various points, 
and a hospital ship service. Various articles about it 
have appeared in the Journal. It is now campaigning for 
funds to- build two new ships to replace two wornout 
vessels; one of these, the Columbia, is 45 years old and 
the other 31 years—and both have done wonderful 
work, J. H. MacDEermor 


SASKATCHEWAN 


Plans to spend $3,490 of National Health Grants 
funds on the supply of basic physical therapy and re- 
habilitation equipment for ten of the larger regional and 
base hospitals in Saskatchewan have been recently an- 
nounced by the Hon. T. J. Bentley, Minister of Public 
Health. The equipment will go to hospitals with qualified 
physical therapists to facilitate their work with physically 
disabled patients. Included will be crutches, canes, 
parallel bars, wall pulleys, etc. 


Saskatchewan hunters apparently had another good 
year in 1954, judging by preliminary licence returns to 
the Provincial Game Branch. The migratory waterfowl 
kill per hunter increased from 20 to 22 birds, aided b 
large bag limits and a long season last year to reac 
what was probably the highest figure anywhere in North 
America. The pheasant kill also increased by 10%. On 
the other hand, there was a slight reduction in the take 
of upland game birds, with hunters bagging fewer Hun- 
a partridge, and ruffled and sharp-tailed grouse than 
ast year. Deer and antelope hunters apparently were 
among the most successful, with present licence returns 
showing 71% of deer hunters and 72% of antelope 
hunters reporting success. In the case of approximately 
4,600 hunters who purchased moose-elk licences, about 
cy were successful, with roughly two moose for each 
elk. 


Three hospitals in Saskatoon and six others «in the 
central northern sections of the province have acquired 
credentials testifying to their “high standards of patient 
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care.” Eight more hospitals in the southern part of the 

pe have won the same recognition. All seventeen 
ave been fully accredited by the U.S.-Canadian Joint 

Commission on the Accreditation of Hospitals. 


The annual meeting of the Saskatchewan Division of 


. the Canadian Cancer Society was held in Regina during 


February. Dr. I. H. Hilliard, Professor of Medicine at 
the University of Saskatchewan, was the guest speaker. 
Mr. Justice Adrien Doiron was re-elected president of 
the Division. Mr. Al. Lang of Saskatoon and Mr. C. 
Inglis of Moose Jaw were named Grand Councillors. 


Dr. I. W. Bean, president of Group Medical Services 
Inc. of Regina, announced at the organization’s fifth 
annual meeting that medical care accounts in the amount 
of $460,453 were paid during the year ending Sep- 
tember 1954. During this time 28 new groups were 
organized, to bring the total number to 330. The plan 
showed an 18% increase in membership over the pre- 
vious year, with 30,906 members. 


Thirty per cent of medical costs were distributed for 
surgery, 27.8% for office calls, 12.9% for home and 
hospital calls, 10.3% for maternity cases, 7.8% for x-ray, 
5.1% for anzesthesia, 4.2% for laboratory services, and 
1.9% for physiotherapy, nursing and hospital dressin 
room costs. Revenue received from subscribers’ dues an 
municipal contracts showed an increase of 35% over the 
previous year. The administrative expenses totalled 
$45,510 or 8.06% of income; this compared very 
favourably with 9.35% in 1953 and 10.69% in 1952. 
The number of medical members was increased by 35 
during the year, to bring the total number of par- 
ticipating physicians throughout the province to 492. 


The Board of Directors named for 1955 included 
the following physicians in addition to seven lay mem- 
bers: Dr. E. W. Barootes, Dr. I. W. Bean, Dr. A. 
Cowan, Dr. B. P. Duncan, Dr. M. Finkelstein, Dr. J. 
B. Ritchie, and Dr. H. Sugarman. 


The first phase of the new construction programme 
is well under way at the Saskatoon City Hospital, with 
the new four-storey central block now practically com- 
pleted. This part of the programme cost approximately 
$625,000. It is expected that tenders will- be called 
shortly on the next phase of the more than two-million- 
dollar modernization programme. This will include the 
demolition of the central block and additions to the 
connecting section between the east and west wings. 
When the old central block is demolished, a new struc- 
ture will replace it. Here space will be allotted to a 
lecture theatre, a new dietary department, storerooms 
and other facilities. This section will also be joined to 
the connecting sections between the east and west 
wings and to the new central block. 


Concern for the financial state of the Regina General 
Hospital was expressed at a meeting of the Hospital 
Board recently. After discussion it was decided that 
steps should be taken immediately to open negotiations 
with the Provincial Government to arrange for revised 
rates to increase payments to the hospital under the 
Saskatchewan Hospital Services Plan. It was announced 
that the interim financial statement showed a deficit of 
$41,765 for the two-month period ending February 28. 


Dr. Lorne McConnell of Saskatoon won top honours 
in the Saskatchewan Medical Curling Bonspiel held in 
Saskatoon on the weekend. of February 19, defeating 
Dr. Goonge Bradley’s rink of Regina in the peed Dr. 
McConnell posted five straight wins to go through the 
25-tink competition undefeated. Other members of his 
rink were Drs. Harry Collins, Glen Kinsman, and Gordon 
Wilkinson. Dr. Bradley posted four consecutive 
triumphs before bowing to the Saskatoon rink in the 
final. With Dr. Bradley were Drs. Alf Grenz, F. C. 
Dobie and E. W. Barootes. 
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Federal approval of two Saskatchewan dental health 
projects aie the Federal Health Grants scheme has 
been announced by the Hon. T. J. Bentley, Minister 
of Public Health of Saskatchewan. One of the projects 
will provide for bringing dental specialties to the 
province to improve standards of dentistry for children, 
in the programme sponsored jointly by the Provincial 
Health Department and the Saskatchewan Dental 
Association. The second project will continue the pro- 
gramme of training in dental hygiene by means of 
bursaries started in 1951. 


Due to failure to pay their hospitalization tax, 20 
Saskatchewan residents from various provincial points 
recently paid a total of $271 in fines and court costs 
ranging from $3.00 to $30.00. 


Equalling the total of the entire 12 months of 1954, 
12 Saskatchewan children have perished in fires in 
homes since January 1 of this year. In 1954, 22 Sas- 
katchewan residents died in fires. 

G. W. PrEacock 


MANITOBA 


Dr. .L. S. Carey, Clearwater Lake Sanatorium, has 
- received a letter from Col. L. H. Dalton, U.S. Air Force, 
thanking him for the excellent medical service rendered 
to Capt. Thomas L, Pittman, U.S.A.F, Capt. Pittman 
was one of four men in a U.S. jet bomber which ex- 
ploded in mid-air in  thirty-below-zero weather on 
February 12, 109 miles north of The Pas. His leg was 
severely broken and for 79 hours he lay in the snow 
without food or sleep until he was rescued and taken to 
Clearwater Lake. Dr. Carey found that he had a com- 
pound fracture of the tibia, frostbite of the foot and 
shock. After two hours of resuscitation Capt. Pittman 
recovered sufficiently to enable him to be flown to Deer 
Lodge Hospital, Winnipeg, where the leg was amputated. 
He made a good recovery and returned two weeks 
later to his home in California. The whole incident shows 
what iron determination, intelligence and medical care 
can accomplish. 


Dr. Jack Brener has been appointed Medical Director 
of Misericordia Hospital, Winnipeg, in the absence of 
Dr. O. C. Trainor, M.P. Dr. Brener has been on the staff 
ot Misericordia since 1940. He was chief and department 
head of the anzsthesia department. 


W. A. Murphy was elected president of the Manitoba 
Institute for the Advancement of Medical Education and 
Research at its annual meeting in the Fort Gary Hotel, 
Winnipeg. The honorary treasurer, J. A. MacAulay, re- 
ported that 15 undergraduate students of the University 
of Manitoba Faculty of Medicine had been awarded 
$750 scholarships since the Institute’s inception. A list 
of other grants totalling $22,438 was distributed to mem- 
bers. Mr. MacAulay also noted a recent donation for 
cancer research made from the estate of the late Mrs. 
Gudrun Norman. Ross MITCHELL 


ONTARIO 


A contract of $10,985,000 has been awarded for con- 
struction of the new main building of the Toronto 
General Hospital. June 1, 1957, has been set for the 
opening of this addition. It will be 13 storeys high and 
have 22 operating rooms, six and a half floors devoted 
to obstetrics and gynecology, half a floor devoted to 
neurology, and several other specialist areas. One floor 
will be occupied by the central laboratory. There will 
be 380 new beds, increasing to more than 1,400 the 
hospital’s in-patient services. 


News 875 


The Curative Workshop in Windsor, organized in 1935 


by the Canadian Red Cross Society, has been approved 


by the Ontario Department of Health, by the Work- 
men’s Compensation Board as a physical medicine centre 
for treatment of certain lesions, by the provincial polio- 
myelitis organization, and by the universities as an intern 
training centre. The staff consists of a physician who is 
a specialist in eo medicine, four physiotherapists, 
two people qualified both in physiotherapy and occupa- 
tional therapy, one remedial gymnast, and several Red 
Cross aides. 

All patients accepted for treatment are referred by 
the family physician. When therapy is concluded the 
patient is referred back to the physician. 

At this centre there is a special school for children 
ee by cerebral palsy and by poliomyelitis. 
This school is under the direction of a school board set 
up under an act of the Department of Education. The 
34 children attending are taken to and from school in 
a Red Cross bus. 


At its 90th annual session the Royal College of Physi- 
cians and Surgeons elected Dr. D. S. Wigle, Windsor, 
president and Dr. Malcolm Brown, Kingston, vice- 
president. 


The campaign objective of the Ontario division of 
the Canadian Cancer Society is $700,000. 


A three-day postgraduate course held at Sunnybrook 
Hospital, Toronto, on present-day concepts of diagnosis 
and end results of treatment of cancer was attended by 
220 doctors. This course was sponsored by the sections 
on surgery and on radiology of the O.M.A., and by the 
Ontario division of the Canadian Cancer Society. 


Dr. Jacob Furth, Children’s Cancer Research Founda- 
tion, Inc., Boston, spoke at the Department of Physiology, 
University of Toronto, on “Conditioned and autonomous 
neoplasms” and on “Carcinogenesis by ionizing irradia- 
tions.” 


The Ontario division of the Federation of Medical 
Women of Canada gave a dinner at the Lambton Golf 
Club to which all the 1955 women graduates in the 
province were invited. Alderman Jean Newman was the 
speaker. 


Dr. P. E. Moore, Ottawa, director of Indian Health 
Services in the Department of National Health and Wel- 
fare, headed the Canadian delegation to the World 
Health Organization assembly in Mexico City in May. 


Dr. W. H. Cruickshank, medical director of the Bell 
Telephone Company of Canada, was elected to the board 
of directors of the Industrial Medical Association at its 
annual meeting in Buffalo. 


Sir Howard Florey of the Sir William Dunn School of 
Pathology, Oxford University, spoke to the Physiological 
Society of the University of Toronto on May 2, on studies 
on Brunner’s glands. 


Dr. Roger B. Scott, associate professor of obstetrics and 
gynzcology, Western Reserve School of Medicine, Cleve- 
land, addressed the Lincoln County Academy of Medi- 
cine, St. Catharines, on endometriosis. 


Essex County Medical Society held its annual Clinical 
Day in April. Among the nine papers given were lectures 
on intestinal obstruction by Dr. Larry Fallis, surgeon-in- 
chief, Henry Ford Hospital, Detroit, and on primary 
aldosteronism, a new clinical entity, by Dr. Jerome W. 
Conn, professor of medicine, University of Michigan, 
Ann Arbor, Michigan. _ Lauran A, Case 
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BOOK REVIEWS 


THE SKIN 


A Clinicopathologic Treatise. A. C. Allen, 
Associate Pathologist, Memorial Hospital; 
Associate Attending Pathologist, Memorial 
Cancer Center, New York City. 1048 pp. illust. 
$25.00. The C. V. Mosby Company, St. Louis, 
1954. 


In the preface of this book, Dr. Allen states: “It would 
seem that the capacity to study diseases as a whole 
rather than in artificially broken segments should con- 
tinue to comprise one of the great pedagogic aims in 
medicine.” A careful perusal of this volume shows that 
the principle enunciated above has been followed to a 
very satistactory degree. Each lesion not only has a 
full description of the pathology but in addition has 
sufficient clinical and etiological notes to make one con- 
versant with the whole disease entity. Where the disease 
extends to other organ systems, as in disseminated lupus 
erythematosus for example, the lesions in the other 
organ systems are described fully. 


The book is most comprehensive, covering many im- 
portant phases of dermatology frequently omitted by 
others. The chapter on mycoses, for example, defines 
the fungi and much space is devoted to describing and 
illustrating the culture and morphological aspects of 
these fungi. As one might expect from Allen, the chap- 
ters on nevi and malignant melanoma are superb, and 
much valuable discussion of therapy~is offered. Much of 
the glory of the book lies in the superb photographs. 
These form nearly 500 full-page illustrations of both 
clinical and pathological material and are beautifully 
clear. For the purposes of handling, the book might have 
been better in two volumes instead of in a single huge 
one. 

To the pathologist and dermatologist alike, the book 
should prove extremely valuable. Other physicians in- 
terested in dermatology will find this volume most help- 
ful in the understanding of this rather difficult branch 
of medicine. 


TEXTBOOK OF OPERATIVE SURGERY 


E. L. Farquharson, Surgeon, Royal infoany oO 


Edinburgh; Member of Clinical Teaching Staff, 
University of Edinburgh. 853 pp. illust. $12.75. 
E. & S. Livingstone Ltd., Edinburgh and 
London; The Macmillan Company of Canada 
Limited, Toronto, 1954. 


The English and Scottish surgeons have provided us 
with many examples of their particular ability to write 
about surgery as well as to practise it. This compact, 
nicely set volume is written in a lucid style and reads 
easily. 

Its title is somewhat misleading, in that it makes one 
think of a work designed for the shelf of the practising 
surgeon, whereas (and in this, in his preface, the author 
seems to concur) it would seem more likely destined 
for the desk of the surgeon “in training.” The detail 
provided seems to be just enough to allow the reader 
to understand and follow what the surgeon is doing, and 
not really enough to guide the surgeon himself. This 
criticism applies in general, but more particularly to 
the descriptions of some of the more major procedures. 

In most sections, an attempt is made to review the 
surgical anatomy of the part, indications for operation, 
choice of procedure and something of the preoperative 
and postoperative treatment. Descriptions of less fre- 


quently performed operations, in fine print and in even | 


less detail, are intended to be of use to those studying 
for higher diplomas in general surgery by serving as a 
stimulus to wider reading. 
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The tone of the work is didactic, and in some places 
too dogmatic; for example, in reference to the treatment 
of varicose veins, the author states that “vein stripping is 
no longer practised,” and that vein ligation with 
retrograde injection is simple and effective. Many sur- 
geons would certainly disagree with both these 
statements. 

As is common in single-author volumes of this type, 
there is no formal list of references, although some are 
provided as footnotes. A good reference list would add 
immeasurably to the value of the book, particularly to 
the practising surgeon. However, it should be reiterated 
that this is designed really for students in surgery. 
Accepting these limitations, it succeeds admirably. 


TUMOURS OF LYMPHOID TISSUE 


G. Lumb, Reader in Pathology, Westminster 
Medical School, London University; Con- 
sultant Pathologist, Westminster Hospital. 203 
pp. illust. $6.35. E. & S. Livingstone Ltd., 
Edinburgh and London; The Macmillan 
Company of Canada Limited, Toronto 2, 1954. 


This readable and informative book is based upon the 
study of 410 cases of malignant lymphoma treated in the 
Westminster Hospital, London, 1940-1952, 68 of which 
came to autopsy. 


The classification and nomenclature is relatively simple 
and probably fairly generally acceptable. The variant 
of Hodgkin’s disease, which Jackson and Parker call 
paragranuloma, is referred to as reticular lymphoma. 
This latter name has the advantage of not implying in- 
flammatory origin, but pending a more complete under- 
standing of the nature of Hodgkin’s disease it is doubtful 
if there is much to be gained by introducing alternative 
nomenclature. A total of 70 cases are included as ana- 
plastic sarcoma of lymphoid tissue, a group that ap- 
pears to include cases of Hodgkin’s sarcoma. It again 
seems questionable whether this grouping is Pn, 
it makes comparison with other series difficult. 

In the chapter on problems of diagnosis, several 
practical points are discussed. A short chapter on the 
effects of therapy is included. 


Illustrations are numerous and generally of good 
quality and tables and charts are presented in a clear-cut 
manner. This book is practical and has the authenticity 
of personal experience. Although not exhaustive, it 
should be useful for physicians, pathologists and students. 


DIFFERENTIALDIAGNOSTIK DER 
LUNGENKRANKHEITEN. (CLINICAL 
AND RADIOLOGICAL DIFFERENTIAL 
DIAGNOSIS OF PULMONARY DISEASE.) 


L. Dunner, Director, Industrial Chest Diseases 
Clinic, Hull, England. 274 pp. illust. 49 marks. 
Ferdinand Enke, Stuttgart, 1954. 


This is an excellent book on the differential diagnosis of 
pulmonary diseases, combining a well-written concise 
text with a great number of high-quality reproductions 
of well-chosen roentgenograms. 


As the author points out in the foreword, the book 
does not intend to cover completely all differential diag- 
nostic methods, but only those of practical value. While 
some rare diseases are not included, problems of practical 
significance are discussed in more detail. 


A special asset of this book is that each radiograph is 
supplemented by a short note on clinical history and 
findings and a diagnostic evaluation. This feature will 
also make the book valuable for those whose knowledge 
of the German language is limited. The book may be 
highly recommended to all physicians interested in 
pulmonary diseases. 





wessem-~ 
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SPATIAL VECTORCARDIOGRAPHY 


G. E. Burch, Henderson Professor of Medicine, 
Tulane University School of Medicine; J. A. 
Abildskov, Instructor in Medicine, Tulane Uni- 
versity School of Medicine; and J. A. Cronvich, 
Professor of Electrical Engineering, Tulane 
University College of Engineering, New 
Orleans. 173 pp. illust. $5.00. Lea & Febiger, 
Philadelphia; The Macmillan Company of 
Canada Limited, Toronto 2, 1953. 


This monograph by Dr. Burch and his associates repre- 
sents in book form a scientific exhibit displayed at an 
American Medical Association meeting. It contains a 
clear, brief and well-illustrated presentation of the 
principles of spatial vectorcardiography. ; 
The reader is carried in logical sequence through a 
series of short chapters showing the formation otf the 
vector loops, the means of recording them, and _ their 
relationship to the scalar electrocardiogram. The frames 
of reference in use at the present time are discussed: 
after a brief description of the rectangular system of 
Duchosal and the cubic reference frame of Grishman 
there is a more detailed consideration of the equilateral 
tetrahedron of Wilson which the authors use. Chapters 
on stereovectorcardiography and standardization lead to 
a description of the normal records as determined from 
observations on 75 normal adults. Then follow chapters 
on the abnormal cardiogram. The effect of pregnancy, 
left ventricular hypertrophy, left and right bundle branch 
block, and anterior and posterior infarction are con- 
sidered. The book is completed by a three-page sum- 
mary, but unfortunately no index is included. 
‘ To students and practitioners with an interest in 
cardiology this book can be confidently recommended as 
a primer of vector cardiography. 


LOCAL ANALGESIA: BRACHIAL PLEXUS 


R. R. Macintosh, Nuffield Professor of Anzs- 
thetics, University of Oxford, and W. W. 
Mushin, Professor of Anzsthetics, Welsh 
National School of Medicine, University of 
Wales. 62 pp. illust. 3rd ed. $1.80. E. & S. 
Livingstone Ltd., Edinburgh and _ London; 
The Macmillan Company of Canada Limited, 
Toronto, 1954. 


The third edition of this excellent book is now available. 
There are very few changes over the previous second 
edition of 1947. The section on local anzsthetic solutions 
recommends the use of Xylocaine as a local anesthetic 
agent, and also of hyaluronidase in anzsthetic solutions. 
The section on the stellate ganglion has been enlarged 
upon slightly and is a little more descriptive. The section 
on complications includes a brief note on the treatment 
of pneumothorax. 


This concise, excellently illustrated treatise on 
brachial plexus block anzsthesia should be seen on the 
shelf of every anesthesiologist or medical practitioner 
who is practising anzsthesia. It is one of the best books 
available in medical literature today. 


THE PYRAMIDAL TRACT 
(Its Status in Medicine.) 


A. M. Lassek, Professor of Anatomy, Boston 
University School of Medicine, Boston, Massa- 
chusetts. 166 pp. $5.25. Charles C Thomas, 
Springfield, Illinois; The Ryerson Press, To- 
ronto, 1954. 


This is an excellent review of recent work dealing with 
the structure and function of the corticospinal pathway. 
It is so clearly written that the absence of illustrations 
is not important. Starting with a historical outline and 
the gross observations of the tract in the 18th and 19th 
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centuries, the author deals with normal histology, 
secondary and retrograde degeneration, the effects of 
electrical stimulation, animal experiments and surgical 
operations performed on the pathway and, finally, the 
importance of an intact afferent system for the proper 
functioning of the. pyramidal tract. The chapter of con- 
clusions is, in this reviewer’s opinion, a very fair and 
concise assessment of many controversial issues. 

Professor Lassek adds to his book an interesting out- 
line of investigations arranged chronologically, as well as 
a bibliography of 299 articles on the subject. 

This monograph will be valuable to clinicians as well 
as to anatomists, physiologists and pathologists. 


A SYNOPSIS OF MEDICINE 


Sir Henry Tidy, Extra Physician to H.M. the 
Queen; Consulting Physician to St. Thomas’s 
Hospital. 10th ed., revised and enlarged. 1253 
pp. $6.00. John Wright & Sons Ltd., Bristoi; 
The Macmillan Company of Canada Limited, 
Toronto 2, 1954. 


Probably no single volume contains so many facts on 
internal medicine as this old acquaintance, whose tenth 
edition appears after a five-year interval. It is a source of 
wonder that Sir Henry Tidy has been able to cope single- 
handed with revisions of this work for 35 years. For this 
edition he has extensively revised the chapters on dis- 
eases of the nervous system and diseases of the blood, 
and added much material to other sections. As a work of 
quick reference on such matters as symptomatology and 
differential diagnosis, the book remains a welcome 
guide. The sections on therapy are much less satisfactory. 
In some sections, the outmoded has been allowed to re- 
main, as for example in the space devoted to bromides 
in epilepsy; in others, the newer and more effective drugs 
are summarily dismissed (isoniazid is not mentioned). 
The book has the shortcomings as well as the advantages 
that might be expected when one author tries to cover 
the whole of internal medicine. For example, some rare 
conditions find a mention; others, such as most of the 
mycoses (blastomycosis, coccidioidomycosis) and epi- 
demic haemorrhagic fever, are omitted. 

Nevertheless, there is a great deal of good material 
for the man who requires access to the largest number 
of facts in the shortest space of time, and the author 
would be the last to claim that the book should do 
more than enable the reader to marshal or recall the 
facts about a subject already studied in textbooks. 


A THERAPEUTIC INDEX 
(A Guide for Housemen and Practitioners.) 


C. M. Miller, Consultant Physician, Sefton Gen- 
eral Hospital, Liverpool, and B. K. Ellenbogen, 
Senior Medical Registrar, Royal Southern Hos- 
pital, Liverpool. 147 pp. $2.15. Bailliére, 
Tindall and Cox, London, England; The Mac- 
— Company of Canada Limited, Toronto, 
1955. 


This book was designed for interns and practitioners, so 
that a ready guide to therapy of a large number of con- 
ditions might be readily available. The book also con- 
tains laboratory tests, dosage tables, and a number of 
suggested diets. The various conditions are listed in 
alphabetical order, and one to two paragraphs of 
pertinent information concerning therapeutic procedures 
generally considered to be of value are provided. The 
book seems to be quite useful, although it is somewhat 
less complete than other handbooks on the market. The 
listing of the conditions in alphabetic order is sometimes 
confusing, as are the headings chosen for some of the 
conditions (e.g. diabetic coma is listed under “hyper- 
glycemic coma”). 
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HYSTERECTOMY 


J. C. Burch, Director, The Burch Clinic, and 
Professor of Gynzcology, Vanderbilt University 
School of Medicine; and H. T. Lavely, Mem- 
ber of The Burch Clinic, Instructor in Gynex- 
cology, Vanderbilt University School of Medi- 
cine. 94 pp. illust. $6.00. Charles C Thomas, 
— Illinois; The Ryerson Press, Toronto, 
1954. 


This volume deals with the hysterectomy problem, its 
use and abuse, and concludes that abuses are most com- 
monly due to failures on the part of the surgeon in his 
selection of cases; the failures are both of omission and 
commission, The authors discuss thoroughly in this ap- 
proach to hysterectomy the diminishing mortality rate, 


and the immediate and long-term effect on the patient's , 
general health. They discuss the continued function 6f 


ovaries left in situ and the importance of informing the 
patient beforehand that her menstrual flow will dis- 
appear but that her ovarian function will be retained 
with no_ resulting physiological or psychological 
disturbance. They deal at some length with some ot the 
more common and more important indications for 
hysterectomy, such as fibroids, pelvic inflammatory dis- 
ease, functional uterine bleeding and endometriosis, dis- 
cussing the physiological basis for and medical treatment 
of these conditions and stressing a conservative approach 
to the problem of hysterectomy in these conditions and 
the conservation of normal physiological function in 
cases coming to operation. 

Various techniques in total hysterectomy are described 
and beautifully illustrated by Helen Lorraine. The better 
the illustrations, the more deceptively simple an opera- 
tion appears. Some of the hazards of hysterectomy in the 
form of injury to ureter and bowel are pointed out and 
methods of management suggested. 
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The volume is ‘concluded: by a report of some 1,200 
cases with no mortality and a detailed analysis of 
morbidity and results which set a standard which every 
reader ot this volume should prepare himself to meet or 
else bend his interests and energies toward some other 
branch of medical practice. 


THE. DIAGNOSIS OF THE ACUTE 
ABDOMEN IN RHYME 


Zeta. 96 pp. illust. 8rd ed. 7/6d. H. K. Lewis 
¢ Co., Ltd., London, 1955. 


The pseudonym of the author of this witty and instruc- 
tive little book thinly disguises the personality of a well- 
known London, England, surgeon, who produced a 
valuable monograph on the same subject some years ago. 
It is a book to put into the hands of any young man 
embarking on the diagnosis of acute abdominal condi- 
tions. In 96 pages of rhyme with an Ogden Nash flavour, 
“Zeta” distils a lifetime of experience, summarized in 
the lines: 


“Spot-diagnosis you should hate 

Until you are a surgeon great, 

But then of course you will have learnt 
Some bitter lessons, and you daren'’t.” 


The text is embellished with witty drawings by Peter 
Collingwood. We particularly like the heraldic device 
emphasizing the importance of rectal examination, with 
its motto “Semper P.R.,” and his programme for the 
“Appendicitis Play” in four acts, ending with the an- 
nouncement, “During the performance the temperature 
will slowly rise and leucocytes increase.” In summary, 
this is definitely a bedside book for the intern and 
senior student. 


THE NEW YORK POLYCLINIC 


MEDICAL SCHOOL and HOSPITAL 


(ORGANIZED 1881) 
(The Pioneer Post-Graduate Medical Institution in America) 


OBSTETRICS and GYNECOLOGY 


A two months’ full time course. In Obstetrics: lectures; 
prenatal clinics; attending normal and operative deliveries; 
detailed instruction in operative obstetrics (manikin). 
X-ray diagnosis in obstetrics and gynecology. Care of 
the newborn. In Gynecology: lectures; touch clinics; 
witnessing operations; examination of patients pre- 
operatively; follow-up in wards post-operatively. Obstetri- 
cal and gynecological pathology. Culdoscopy. Studies in 
Sterility. Anesthesiology. Attendance at conferences in 
oe and gynecology. Operative gynecology on the 
cadaver. 


COURSE for GENERAL | 
PRACTITIONERS 


Intensive full-time instruction covering those subjects 
which are of particular interest to the physician in gen- 
erai practice. Fundamentals of the various medical and 
surgical specialties designed as a practical review of 
established procedures and recent advances in medicine 
and surgery. Subjects related to general medicine are 
covered and the surgical departments participate in giving 
fundamental instruction in their specialties. Pathology 
and radiology are included. The class is expected to attend 
departmental and general conferences. 
*s 


SURGERY and ALLIED SUBJECTS 


A combined surgical course comprising general surgery. 
traumatic surgery, abdominal surgery, gastroenterology. 
proctology gynecological surgery, urological surgery. 
Attendance at lectures, witnessing operations, examina- 
tion of patients pre-operatively and post-operatively and 
follow-up in the wards. post-operatively. Pathology, 
radiology, physical medicine, anesthesia. Cadaver 
demonstrations in surgical anatomy, thoracic surgery, 
proctology, orthopedics. Operative surgery and operative 
gynecology on the cadaver; attendance at departmental 
and general conferences. 


ANATOMY — SURGICAL 


ANATOMY COURSE for those interested in preparing 
for Surgical Board Examination. This includes lectures 
and demonstrations together with supervised dissec- 
tion on the cadaver. 

SURGICAL ANATOMY for those interested in a gen- 
eral Refresher Course. This includes lectures with 
demonstrations on the dissected cadaver. Practical 
anatomical application is emphasized. 

OPERATIVE SURGERY (cadaver). Lectures on ap- 
plied anatomy and surgical technic of operative 
procedures on cadaver under supervision. 
REGIONAL ANATOMY for those interested in pre- 
paring for Subspecialty Board Examinations. 


For Information about these and other courses ADDRESS: 


THE DEAN, 345 West 50th Street, New York 19, N. Y. 
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Medical Research Laboratories to use only 


recognized official names for products, e.g. 
Epinephrine, Liver Extract Injectable, Penicil- 


lin G Procaine, ete. 


Physicians have only to add the word 


Connaught in writing prescriptions to be 


assured of receiving the products of the 


Laboratories. 


CONNAUGHT. MEDICAL RESEARCH LABORATORIES 


University of Toronto Toronto, Canada 


Established in 1914 for Public Service through Medical Research and 
the development of Products for Prevention or Treatment of Disease. 
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SEXUAL HYGIENE 
AND PATHOLOGY 


A MANUAL FOR THE PHYSICIAN 


By JOHN F. OLIVEN, M.D., Psychiatrist to 
Vanderbilt Clinic, Columbia-Presbyterian 
Medical Center, New York; Former Senior 
Psychiatrist, Bellevue Hospital and Mental 
Hygiene Clinic, New York. 





Written for physicians by a physician— 
“Sexual Hygiene and Pathology” is on a 
professional level throughout; its emphasis 
is always upon the practicing physician's 
viewpoint. The book is organized in four 
parts: Sexuality in Childhood ; Sexuality in the 
Second Decade; Sexuality of the Normal Adult: 
Sexual Pathology. It reviews all normal 
aspects of sexuality as well as describing all 
sexual distress states that the medical doctor 
is likely to encounter. 


Areas of special interest to you in your 
day-to-day clinical work: 


* 


Technic of premarital examination and instruction; 
conference with the bride and groom—including 
special cases. 


* 


Varying approaches to frigidity in women. 


* 


Practica] elements of medical marriage counseling, 
including remedial measures in sexual and other 
marital difficulties. 


Sexual advice in heart disease, obesity and other 
special conditions. 


2s 


Details of technics on how to instruct parents who 
have trouble with their children’s sex education. 


You’ll find this book worth its cost for the 
marriage counseling section alone. 
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A HISTORY OF MEDICINE: Volumes 
I and II. 


R. H. Major, Professor of Medicine and of the 
History of Medicine, University of Kansas 
School of Medicine, Kansas City, Kansas. 1155 
pp. illust. $16.00 for the set. Charles C Thomas, 
Springfield, Illinois; The Ryerson Press, 
Toronto, 1954. 


Histories of medicine tend nowadays to be of two sorts— 
the complete work intended more for reference than for 
leisurely reading, such as those of Castiglioni or Mettler, 
and the vulgarization written with one eye on the enter- 
tainment of the general public. There is place for a 
work in between, one which the student or practitioner 
of medicine can turn to for pleasure and easily imparted 
information. With his new work, Dr. Major has filled 
this place admirably. The book is easy to read and yet 
devoid of unnecessary frills. The stress is mainly on the 
teaching of history through biography, and this inevitably 
makes it sometimes difficult to trace the historical de- 
velopment of a subject, or to get a bird’s-eye view of 
the general situation in a given place or at a given time. 
The method, however, has the advantage of arousing the 
student’s interest more readily. One of the functions of 
this type of book should be to awaken a desire for 
further study of interesting persons or periods; this 
function Dr. Major fulfils’ well. 

The book is profusely illustrated, and has a large 
number of short biographies apart from the general text. 
It also has a good list of references for further reading. 
It should become very popular. 


THE PHARMACOLOGICAL BASIS 
OF THERAPEUTICS 


L. S. Goodman, Professor of Pharmacology, 
University of Utah College of Medicine, Salt 
Lake City, Utah, and A. Gilman, Professor of 
Pharmacology, College of Physicians and Sur- 
geons, Columbia University, New York. 1,831 
pp. 2nd ed. $17.50. The Macmillan Company, 
New York and Toronto, 1955. 


When the first edition of “Goodman and Gilman” ap- 
peared in 1941 it was eagerly accepted by physicians 
everywhere as a masterly reference work on applied 
pharmacology. For some years there has been a general 
complaint about the non-appearance of a second edi- 
tion, since unfortunately even the best of pharmacology 
texts ages fairly rapidly. 

The authors have now heeded our reproaches and 
given us a thoroughly revised version, in which they 
have succeeded in incorporating a vast amount of new 
material without disturbing the basic structure of the 
book. We think that every student of drug action, and 
therefore every physician, would be the happier for a 
copy of this clear and comprehensive text on his shelves. 


PSYCHIATRY AND COMMON SENSE 


C. S. Bluemel, Fellow of the American College 
of Physicians, Fellow of the American Psychi- 
atric Association. 259 pp. $3.00. The Macmillan 
Company, New York; The Macmillan Company 
of Canada Ltd., Toronto 2, 1954. 


There seems little justification for the writing of this 
book. It is written for the laity and probably those with 
limited intelligence. It is descriptive, largely in the 
Kraepelinian sense, and has ignored that great god oi 
the psychiatrist—-the dynamic unconscious—as well as any 
modern physiological thinking. While the author hope: 
that the Toak may help the general reader to deal with 


his own problem, one doubts that it will accomplish this 
purpose. 








